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Introduction to the Portfolio
This portfolio contains a selection of work completed during the PsychD in 
Clinical Psychology. It is comprised of three sections: academic, clinical and 
research.
The academic section contains a literature review, a professional issues essay, 
two problem-based learning reflective accounts and two summaries of the 
personal and professional leaning and discussion group process.
The clinical section comprises an overview of clinical experience gained over 
the five placements.
The research section contains a service related research project, abstract of a 
qualitative research project, the major research project and a research log.
All work has been anonymised to maintain confidentiality.
Copyright Statement
No part of this portfolio may be reproduced without permission of the author.
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1, ACADEMIC SECTION
Literature Review
Empirical developments of mentalization-based 
treatment for borderline personality disorder: A 
critical review.
February 2011 
Year 1
ABSTRACT
This review focuses on the empirical literature which evaluates mentalization 
based treatment (MET) for borderline personality disorder (BPD). After 
outlining the treatment ethos, the four studies which are focused on are briefly 
described. The empirical literature is evaluated in terms of strengths and 
weaknesses with a focus on three core areas 1) participants; 2) deliverance of 
therapy and 3) outcome measures. The review concludes that MET appears to 
be effective at significantly improving the quality of life of people with BPD on 
a wide range of outcome measures compared with both treatment as usual and 
structured clinical management. However, more research is needed into the 
mechanism of change that occurs during MET and the range of outcome 
measures needs to be consistent and developed to be reflective of what is 
important to the service user.
Declaration of position
I currently work in a community mental health team (CMHT) where clients 
present with complex and enduring mental health difficulties. I have been 
aware of the perception throughout my experience as an assistant psychologist 
in adult mental health that people diagnosed with border personality disorder 
(BPD) are somehow ‘difficult to treat’ and ‘resistant to change’. This has 
sparked my interest in learning more about this disorder and the different 
treatment modalities that exist at present and the evidence base for these. 
Furthermore, my supervisor currently co-ordinates a mentalization based 
treatment group for people diagnosed BPD. I wanted to specifically explore the 
clinical and theoretical developments in this area to further enhance my 
knowledge and to feed this back to the multi-disciplinary team with the 
potential to facilitate changes in terms of how people with a diagnosis of BPD 
are perceived within a CMHT.
INTRODUCTION 
Borderline Personality Disorder
The Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) 
(American Psychiatric Association [APA], 1994) outlines the diagnostic criteria 
for BPD (see Table 1).
Table 1
DSM-IV criteria fo r  BPD (APA, 1994).
A pervasive pattern of instability of interpersonal relationships, self- 
image and affects, as well as marked impulsivity, beginning by early 
adulthood and present in a variety of contexts, as indicated by five (or 
more) of the following:__________________________________________
1 Frantic efforts to avoid real or imagined abandonment. Note: 
Do not include suicidal or self-injuring behaviour covered in 
Criterion 5.
2 A pattern of unstable and intense interpersonal relationships 
characterised by alternating between extremes of idealisation 
and devaluation.
3 Identity disturbance: markedly and persistently unstable self- 
image or sense of self.
4 Impulsivity in at least two areas that are potentially self­
damaging (e.g. promiscuous sex, eating disorders, binge 
eating, substance abuse). Note: Do not include suicidal or 
self-mutilating behaviour covered in Criterion 5.
5 Recurrent suicidal behaviour, gestures or self-injurious 
behaviour such as cutting, interfering with the healing of 
scars (excoriation) or picking oneself.
6 Affective instability due to a marked reactivity of mood (e.g., 
intense episodic dysphoria, irritability, or anxiety usually 
lasting a few hours and only rarely more than a few days).
7 Chronic feelings of emptiness.
8 Inappropriate anger or difficulty controlling anger (e.g., 
frequent displays of temper, constant anger, recurrent 
physical fights).
9 Transient, stress-related paranoid ideation, delusions or
________ severe dissociative symptoms.____________________________
As noted in Table 1, BPD is characterised by a complex set of emotional, 
behavioural and interpersonal difficulties which results in a substantial 
impairment to the individual’s quality of life. There is a strong tendency 
towards self-harm and suicide which is believed to be underpinned by a fear of 
abandonment and rejection (NICE, 2009). The aetiology of BPD is unclear 
although Bateman and Fonagy (2004) review recent research and conclude 
strong links to traumatic events in childhood (such as childhood abuse and 
neglect, early separation and losses) and genetic predispositions (such as 
psychopathology within the family).
Mentalization Based Treatment
MBT is primarily derived fi*om attachment theory and the idea that a sense of 
self is developed through observing oneself being perceived by others 
(primarily the primary caregiver) as thinking and feeling. Consequently, the 
consistency and accuracy of the caregiver’s responses to the individual will 
impact on their sense of self being stable and coherent. If there is inconsistent 
and inaccurate mirroring of the child’s emotional states, then the psychological 
capacity to ‘ mentalize’ (to recognise thoughts and feelings of oneself and 
others) is disrupted which can result in an unstable, incoherent sense of self. 
MBT views the interpersonal dialogue between therapist and client as key to 
effecting change, through the focus on the present in terms of thoughts and 
feelings in the here and now. MBT was developed by Bateman and Fonagy 
(1999) and they developed a manual in 2004.
One o f the critical difficulties in researching this area is the lack of empirical 
literature assessing the efficacy of MBT in a clinical population. NICE (2009) 
recognise the potential utility of psychological therapy programmes (such as 
dialectical behaviour therapy and MBT) as beneficial for people with borderline 
personality disorder but highlight a need for more randomised control studies, 
especially focusing on outcomes of at least 18 months duration. They also
emphasise the need to research cost effectiveness and compare MBT with well 
structured, high quality community based services. This is especially important 
in the current climate of economic instability and staff reduction across NHS 
services. MBT is a new psychological treatment package which from the 
research to date has shown some promising outcomes for BPD. An evaluation 
o f the current empirical literature therefore is important to identify gaps in the 
research and consider future developments in a potentially exciting new 
treatment.
METHOD
To identify papers relevant to the literature review, the search terminology 
‘mentalization based treatment’ and ‘borderline personality disorder’ was 
initially used in PsycINFO. I then specified these terms to be included only in 
the title. Inclusion criteria were empirical studies of MBT and BPD, follow up 
studies and theoretical papers which would assist in gaining further knowledge 
about the development of MBT. Exclusion criteria were papers which 
compared MBT to other psychological therapies as this was not the focus of the 
review,
EMPIRICAL STUDIES OF MENTALIZATION BASED TREATMENT
This section o f the review will focus on the empirical literature on MBT. This 
consists of two randomised controlled trials and two follow up studies. All 
these studies were carried out by Anthony Bateman and Peter Fonagy (2004) 
who developed and coined the term ‘mentalization based treatment’ and have 
dominated the research field in this area. I will look at both the strengths and 
weaknesses of the studies, possibilities for future research and clinical 
implications.
Bateman and Fonagy (1999) carried out the first randomised controlled study of 
mentalisation based treatment. At the time of original study, the intervention 
was described as ‘psychoanalytically orientated partial hospitalisation’ and 
consisted of group and individual psychoanalytic psychotherapy. The term 
‘mentalization based treatment’ first appears in the theoretical literature in their 
2004 book and in the clinical literature when Bateman and Fonagy (2008) 
carried out an 8 year follow up of the original study.
The original study compared the effectiveness of psychoanalytically orientated 
partial hospitalisation with standard psychiatric care for clients with BPD. 
Thirty eight patients with a diagnosis of BPD were assigned to either a partially 
hospitalized group or the control group (which consisted of standard psychiatric 
care). Partial hospitalization group treatment consisted of 1) once weekly 
individual psychoanalytic psychotherapy; 2) 1 hour thrice weekly group 
analytic psychotherapy; 3) once weekly expressive therapy focused on 
psychodrama techniques; 4) a weekly community meeting and 5) medication 
review by the resident psychiatrist. The standard psychiatric care consisted of 
no formal psychotherapy but consisted of 1) psychiatric review when necessary 
(on average twice a month) and 3) 100% of the clients received outpatient and 
community follow up which consisted of twice a month visits by a community 
psychiatric nurse. Bateman and Fonagy (1999) found that clients in the partial 
hospitalisation group showed significant improvement on all the outcome 
measures which were frequency of suicide attempts and acts of self-harm, the 
use of psychotropic medication, the number and duration of inpatient 
admissions, self-report measures of anxiety, depression, social adjustment and 
interpersonal function.
Batmen and Fonagy (2001) carried out a follow up study to determine if the 
improvement found in the original study was maintained after 18 months. All 
participants from the original study were assessed every six months on the same 
outcome measures that were included in the original study. They found that
10
patients from the partial hospitalisation group not only maintained improvement 
on the outcome measures, but compared to the control group, demonstrated a 
statistically significant continued improvement on most of the measures. The 
control group showed limited change during the same period.
An eight year follow up was carried out by Bateman and Fonagy in 2008 to 
determine if the improvements found in the original study had effected long 
term change. They found that patients in the partial hospitalisation group 
showed statistically significant improvement on suicide attempts, service use, 
diagnostic status, medication use and vocational status compared to the control 
group. However, in both groups, scores on the Global Assessment Functioning 
Scale (GAF) indicated moderate difficulties in both social and occupational 
functioning.
In 2009 Bateman and Fonagy carried out a randomized controlled study to 
evaluate the effectiveness of MBT compared to a structured clinical 
management approach in an outpatient setting. There were substantial 
improvements in all outcome measures for both groups. Patients in the MBT 
group showed a significantly steeper decline in the number of suicide attempts, 
hospitalisations, self-injurious behaviour, depression, social adjustment and 
interpersonal scores and GAF scores over the 18 month period compared with 
controls.
Critique of the empirical literature 
Participants
One of the key limitations of the original study is the small sample size (19 
clients in each group). This is an issue that Bateman and Fonagy (1999, 2001,
2008) recognise in their literature. In Order to be able to generalise from the 
results, the sample size needs to be much larger. This is also a recommendation
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in the NICE (2009) guidelines. However, it is important to note the difficulties 
in recruitment and the cost and longevity of treatment. Bateman and Fonagy 
(1999) assessed all patients referred during a two year period (during 1993 and 
1994) for BPD using the Diagnostic Statistical Manual III and excluded patients 
who had a dual diagnosis. Initially sixty patients met the criteria for inclusion 
in the study. Ten patients refused to participate on the basis of the random 
assignment to treatment or control group. Three patients crossed over into the 
partial hospitalisation group from the control group in the first month of the 
study after serious suicide attempts. Three patients dropped out of the partial 
hospitalisation group (after one, two and four months). Bateman and Fonagy 
(1999) include only the remaining 39 patients in the statistical analysis. A 
strength of the 18 month follow up study (Bateman and Fonagy, 2001) is that 
they include all the patients assigned to the partial hospitalisation group 
regardless of duration. Significant differences were still evident across 
outcome measures despite the inclusion of this data which emphasises the 
strength of changes in the partial hospitalisation group. It is important to note 
that a study which included a larger sample size would require an extensive and 
wide reaching recruitment intuitive and would need to be well funded to cover 
the longevity of the treatment (18 months duration) both in terms of staffing 
and data collection (Bateman and Fonagy collected extensive data on a number 
of outcome measures every 6 months during the study). Although this is 
desirable to be able to more reliably measure the efficacy of treatment, one 
wonders how realistic this is in the face of reduced funding in the NHS 
(Featherstone & Evans, 2010).
NICE (2009) guidelines make explicit that there are significant limitations to 
the evidence base for interventions for BPD, namely few randomised controlled 
studies. Bateman and Fonagy (2004) point out that for people with BPD, 
randomization is a particularly difficult issue. A characteristic of BPD is 
instability both in terms of interpersonal relationships and mood and 
consequently their search is for control, certainty and stability. The offer of a
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place on a treatment programme can stimulate hope of effective help but when 
they realise that allocation is based on random allocation, they are faced with 
uncertainty, anxiety about rejection and loss of control. Bateman and Fonagy 
(2004) highlight there is often high attrition rates in the control group which 
they link to refusal to co-operate on the basis of being randomised out of 
treatment. Furthermore, given the often small participants numbers in 
randomised controlled studies, high attrition rates will potentially reduce 
internal validity. One solution for addressing this problem is to ensure that two 
active treatments are offered. Bateman and Fonagy’s (1999) study was 
comparing the treatment group with routine care. Bateman and Fonagy (2009) 
attempted to address this by offering either MBT or structured clinical 
management (which consisted of individual and group therapy based on a 
counselling model and problem orientated psychotherapy) as the two treatment 
groups. However, there was still a relatively high attrition rate of 12 out of 146 
who originally qualified and consented to the study. These twelve refused on 
the basis of randomisation calling into question if Bateman and Fonagy’s 
(2004) h)^othesis that two active treatment groups may reduce attrition rates. 
Bateman and Fonagy’s (2009) study did address the limitation of small sample 
size by having 134 patients in the final study.
Deliverance o f  therapy
An area of the study which has both strengths and limitations is the method by 
which the partial hospitalisation programme was delivered over the 18 month 
period. Bateman and Fonagy (1999) give very sparse attention to this issue in 
their paper. In the method section, they make explicit that all therapy was 
carried out by psychiatric nurses who were part of the partial hospitalisation 
programme’s team but had no formal psychotherapy qualifications. In order to 
evaluate adherence to the therapeutic model, the nurses were supervised twice 
weekly by the whole team by using verbatim therapy session reports and by a 
monitoring form which focused on the activities and interventions of therapists.
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A key strength of using mental health professionals rather than highly trained 
personnel to carry out therapy is that, in theory, the treatment can be 
implemented more widely and at less cost. It also means that the MBT can be 
carried out by therapists other than those with a psychodynamic orientation 
(McLean, 2005). Bateman and Fonagy (2004) highlight that one of their aims 
in developing MBT;
‘has not been to develop a therapy in its own right using prescriptive 
interventions which require extensive training but to create an approach to 
treatment which orientates the thinking o f the practitioner and gives a 
framework to use his or her specialist skills ’ (Bateman and Fonagy, 2004)
There are several issues worth a mention here. Firstly, Bateman and Fonagy 
(2004) view the process rather than the content of the therapeutic relationship 
to be critical when working with people who have BPD. This can be linked to 
their premise that it is an insecure attachment with a primary caregiver in 
childhood which is the most likely predictor of interpersonal difficulties in later 
life which are characteristic of BPD. The aim of therapy, therefore, is to foster 
the development a stable internal sense of self through an interpersonal context, 
whereby the therapist primarily focuses on the patient’s self as intentional and 
real. It is through this process that a patient develops a skill in identifying their 
thoughts and feelings and those of others-the process of ‘mentalization’. 
Bateman and Fonagy (2006) draw on recent neuroscientific findings that 
activation of the attachment systems tends to inhibit the patient’s ability to 
mentalize and it is the responsibility of the therapist to manage this fine balance 
between activation of the attachment system which is needed to effect change 
and not over activation which will reduce the capacity to mentalize. 
Furthermore, studies have found that people with BPD are more likely to 
terminate therapy early and trigger strong counter transference reactions with 
therapists. It could be argued that this process is quite complex and requires 
specialist training. BPD it itself is characterised by a complex set of difficulties.
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MBT differs markedly from psychodynamic psychotherapy, for example by 
focusing on the patient’s mental state in the current situation rather than trying 
to reflect back on past behaviour and link it to internal mental states. One could 
argue here that a strength of the study is that the nurses delivering training were 
not trained in psychotherapy, so their deliverance of MBT was less likely to be 
influenced by psychodynamic principles not relevant to MBT. However, the 
nurses were not matched for years of training or previous therapeutic 
experience.
Zanarini (2009) highlighted studies whereby people with BPD have regressed 
in psychotherapeutic treatment. One could argue that it is the activation of 
these attachment patterns which have not previously been well understood and 
are subsequently ill managed in a therapeutic context. Extensive training may 
be necessary not only to facilitate the ideas put forward in their manual but also 
to minimise the risk of suicide and self-injurious behaviours. In their study with 
MBT in an outpatient context, Bateman and Fonagy (2009) go some way to 
addressing the limitations of the original study. MBT in this context was 
delivered by eleven therapists that were equal in years of experience and 
training.
There is also the question of what was responsible for the more positive 
changes that occurred in the MBT group. The benefit could have been from 
using a highly structured programme rather than MBT itself or the large amount 
of staff time that was spent with patients during the MBT programme. 
Bateman and Fonagy (1999), however, point out that the control group also 
received a lot of staff time through the process of hospitalisation and extensive 
outpatient support. However, this support was inconsistently applied and 
delivered by a number of uncoordinated agencies.
Outcome measures
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In all four of the Bateman and Fonagy studies (1999, 2001, 2008, 2009), the 
primary outcome measure was the number of suicides and self-harm attempts. 
This is a strength of Bateman and Fonagy’s four studies because not only are 
these the most likely reasons for costly admission for psychiatric hospitalisation 
but also are a primary indicator of a deteriorating clinical state that are more 
likely to lead to a break down in relationships and psychosocial functioning 
(Zanarini, 2009). Suicide and self-harm are measured by the Suicide and Self 
Harm Inventory in Bateman and Fonagy’s 1999 and 2001 study. The inventory 
is one developed by Bateman and Fonagy. The data gathered at the interview 
was carefully crossed checked with the patient’s medical and psychiatric 
records. The reliability of the information gained from these records was not 
evaluated in the original study and the initial 18 month follow-up study. 
However, Bateman and Fonagy (2008) address this in the eight year follow up 
study by asking two independent researchers to code a random sub set of notes 
(45%). Intercoder agreement was in excess for almost all the variables used 
(median kappa =0.90). Although the inventory is a very thorough semi 
structured interview which attempts to assess the frequency of suicide or self- 
harm occurring over a six month period, an important limitation of the 
inventory is that Bateman and Fonagy do not provide reliability and validity 
data for the inventory itself. Furthermore, their data only includes severe acts 
o f self-harm so other acts of self-harm go unreported. In the 8 year follow up 
study (Bateman and Fonagy, 2008) the authors did not include self-harm data. 
They felt that patient recall of these incidents was unreliable and could not be 
independently corroborated from medical records. Interestingly, in Bateman 
and Fonagy’s (2009) outpatient study, they measured both suicide and self- 
harm behaviour in terms of number of incidents but they do not mention how 
this was measured and if it was independently corroborated.
A major strength of these studies is the number of outcome measures used. 
Both follow up studies and the outpatient study measured service utilization in
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terms of number of hospital admissions, length of stay, medication,'psychiatric 
outpatients, community support and psychotherapy every six months through 
the studies. It was possible to cross check all this data with medical and 
psychiatry records making the data more reliable.
The studies also measured secondary outcomes. Bateman and Fonagy (1999, 
2001 and 2009) measured depression (using Beck Depression Inventory); 
anxiety (using Spielberger State-Trait Anxiety Inventory); employment and 
leisure activities (using Social Adjustment Scale) and family life and 
relationships (using Inventory of Interpersonal Problems). In the eight year 
follow up study (Bateman and Fonagy, 2008), they only use three outcome 
measures; number of suicides, change in symptomology of BPD (measured by 
the Zanarini Rating Scale) and the Global Assessment of Functioning Scale 
(GAF). The GAF is used to rate the social, occupational, and psychological 
functioning of adults and has demonstrated good reliability and validity 
(Hilsenroth et al, 2000). However the GAF is used as a scale for global 
psychopathology and perhaps more pertinent with BPD would have been a 
measure such as the Global Assessment of Relational Functioning Scale 
(GARF) as this is an index of personality pathology.
NICE guidelines (2009) recommend monitoring the effect of psychological 
treatment using a broad range of outcomes, such as self-harm and depression. 
Although three of the Batmeman and Fonagy (1999, 2001 and 2009) adhere to 
this, the eight year follow up study does not. NICE guidelines (2009) also 
recommend monitoring drug and alcohol use as an outcome measure. Although 
one of the criteria for exclusion from the original study was if patients met 
DSM-III-R criteria for substance misuse, there are possibly a number of 
patients who use drugs and alcohol who do not fit the criteria for a diagnosis 
and it would have been interesting to see if there was a change in consumption 
during treatment.
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What remains unclear from the literature is what therapeutic factors in the MBT 
treatment programme were effective in the reduction of the outcomes measures 
described above. A question after the original study could have been; is it just a 
highly structured programme that makes a difference? Was the expressive art 
group (which was part of the MBT programme) that effected more positive 
change than individual MBT therapy? Bateman and Fonagy (2009) go some 
way to addressing the first question by comparing MBT to a structured clinical 
management programme (which included group and individual therapy). To 
the authors’ credit, they do recognise this limitation;
‘The failure to monitor the predicted mechanism o f  change is a serious flaw  in 
the design ’ (Bateman and Fonagy, 2009)
What is initially required is an identification of the processes responsible for 
change and then developing measures of these processes. It is then that it is 
possible to develop a manualised MBT package. These ingredients of therapy 
that have been identified as ‘effective’ can then be evaluated as outcome 
measures (Fonagy and Bateman, 2006). Although the authors highlight the 
need for the identification of these processes before it is possible to draw up a 
manual to assist clinicians implementing MBT, they developed their manual in 
2004 (and a practical guide in 2006) and yet in their 2009 paper still fail to 
measure the ‘mechanism of change’.
Fonagy, Target, Steele and Steele (1998) developed the Reflective Function 
Manual as a means of assessing and measuring people with BPD’s ability to 
‘mentalize’. The capacity for reflective functioning is hypothesised as being 
dependent on the quality of interpersonal relationships (particularly the 
relationship between the infant and the primary caregiver). This is measured by 
scoring transcripts of the Adult Attachment Interview according to the 
guidelines laid out in the manual whereby raters look for evidence of reflective 
fimction. This is a means by which the concept of ‘mentalizing’ can be
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operationalised, validated by scientific evidence and applied in clinical settings. 
This scale has been used as an outcome measure in other studies (e.g. Levy et 
al, 2006). This would have been an interesting and valuable tool to use in the 
Bateman and Fonagy studies in terms of measuring the very capacity that MBT 
aims to develop. The authors do not explain why this tool was not used and it 
is not recommended for use in any further research. It must be noted that it is a 
time consuming and costly instrument to use. Although the interrater reliability 
has been well established (Lois & Choi-Khan 2008), there have been 
inadequate reports of its test retest reliability and convergent and divergent 
validity. It is multidimensional scale but graded using a unidimensional score 
that cannot be submitted to factor analysis. Furthermore, reflective function 
can vary depending on the relationship in question and the level of distress so 
scores on the measure may be sensitive to the context or timing of the 
assessment for people with BPD.
CONLCUSIONS AND IMPLICATIONS FOR CLINICAL PRACTICE
Despite the limitations of the empirical literature of MBT for BPD, the studies 
demonstrate that people with BPD did significantly better on almost all the 
outcome measures following MBT in comparison with treatment as usual 
(1999) or structured clinical management (2009) and that this change was 
maintained at follow up periods of both 18 months (2001) and eight years 
(2008). This significant difference was found on a range of outcome measures 
from suicide, self-harm, depression and interpersonal functioning. Although 
this review has focused on the minutia of the methodology used in the 
literature, it is important to keep in mind the wider context of this research. As 
Meares (2005) points out, Bateman and Fonagy have been instrumental in 
contributing the idea that personality is a fluid concept which has the potential 
to be changed and treated.
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To further develop research in this area, it would be interesting to see more 
randomised controlled studies being carried out by different researchers. The 
research into MBT with people with BPD has been dominated by Bateman and 
Fonagy and they themselves recognise that there is a risk of bias when a 
treatment is evaluated by the people who developed it (Bateman and Fonagy,
2009). It is also important to evaluate what change occurs during MBT by 
using for example, the Reflective Function Scale, which measures cognitive 
processes related to mentalization in an attachment context. However, more 
research needs to be carried out to assess the validity and reliability of the 
Reflective Function Scale before in can be used routinely in clinical settings 
and large scale research. Another area which is slightly confusing is the change 
in outcome measures across the four studies. NICE guidelines (2009) highlight 
this lack of consistent outcome measures, both within and between different 
interventions, for people with BPD as problematic. They recommend a three 
stage process to decide on the best outcome measures to assess interventions 1) 
consultation with the service user in deciding aspects of quality of life, 
symptoms and functioning to focus on what is important for them; 2) 
comparing these with current outcome measures and highlighting what needs to 
be measured and 3) generating a list of relevant measures to avoid multiple 
outcome measures being used in future research. This has important clinical 
implications, both in terms of the service user being at the centre of the decision 
making in terms of what is important to them and also from a scientist 
practioneer point of view in terms of research to develop these appropriate 
outcome measures.
Bateman and Fonagy have also created a treatment which has been manualised 
with the aim of applying this therapy widely, in a variety of settings by different 
mental health professionals, not just qualified clinical psychologists or 
psychotherapists. In the current economic climate and in view of the re design 
of many services within the NHS, the ability to roll out an effective treatment 
which is cost effective is especially pertinent. This brings up the issue of the
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economic feasibility of a MBT package. In 2003, Bateman and Fonagy assessed 
health care costs associated with the partial hospitalisation treatment compared 
with treatment as usual for BPD. They compared costs of all the patients who 
participated in the study using information from case notes and service 
providers for the six months before treatment, 18 months of treatment and an 18 
month follow up. They found no difference of cost between groups during pre­
treatment and treatment. The cost of the partial hospitalisation treatment was 
offset by reduced inpatient psychiatric care and emergency room treatment in 
the follow up period. This reduction in cost was not matched in the control 
group.
Reviewing the literature on MBT and BPD has helped me to develop a deeper 
understanding of the complexity of difficulties that characterise BPD. When 
working with BPD clients, therefore, this has encouraged me to think more 
systemically and psychodynamically by considering interpersonal difficulties 
more thoroughly and to view the therapeutic relationship as a forum for 
exploring these dynamics. What is appealing to from a clinical perspective is 
that MBT pulls together core ideas from both cognitive therapy and 
psychodynamic therapy with a strong link to attachment theory. It has also 
made me appreciate the important role supervision would play when working 
with people with BPD, especially if working with MBT. Exploring attachment 
relationships through therapy could potentially bring up issues of transference 
dynamics and an ability to be a reflective practionner is crucial here. I 
mentioned earlier the appeal of MBT is the ability for it to be delivered by other 
mental health professionals but I feel the process of mentalizing is a complex 
one. Perhaps the role of a clinical psychologist with MBT will be more of a 
supervisory nature, providing support and guidance through the therapeutic 
process.
Although the term ‘mentalization’ was coined by Fonagy in paper written 1991, 
Lois & Choi-Khan (2008) point out that the concept has been evident in various
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pieces of psychoanalytic literature since the 1960s. They also highlight 
similarities between the term ‘mentalization’ and other concepts such as ‘theory 
of mind’, ‘emotional intelligence’, ‘mindfulness’ and ‘empathy’. The issue 
remains that mentalization is difficult to measure. Perhaps by keeping in mind 
the conceptual overlaps, it would be useful clinically to use validated measures 
of, for example, theory of mind and mindfulness to gain further insight into the 
role of mentalization in BPD.
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What distinctive contribution can the profession of clinical 
psychology make in today’s NHS? In what ways should the 
profession be concentrating its efforts in the future?
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INTRODUCTION
When I* first approached this essay, I realised that my initial ‘brainstorm’ only 
encapsulated the unique contribution that the profession makes to individual 
clients (for example, working with different treatment modalities, formulation, 
working with complex clients). What became increasingly clear the more 
literature and government policy documents I read was that the unique 
contribution the profession can make in today’s National Health Service (NHS) 
is, and has to be, much broader than this. What I felt important to convey in this 
essay, therefore, is the unique skills that clinical psychologists already have to 
adapt to a changing NHS, the challenges the profession faces and where the 
profession needs to concentrate its efforts in the future in order to adapt and 
evolve in today’s NHS. Consequently, I separated the essay into two main sub 
headings: 1. Psychological formulation and; 2. Clinical psychologists as 
scientist-practitioners. The reason I focused on these two particular aspects was 
that I hoped to encapsulate other pertinent contributions that clinical 
psychologists make under these particular headings. Under each of these 
headings, I have widened out the focus from contributions that the profession 
can make on an individual level to more systemically in terms of service 
planning and organisation. In respect of where we as a profession concentrate 
our efforts in the future, I felt that some of the broader professional roles (for 
example, consultation, the growing initiative of service user involvement and 
engaging with social inclusion) were very important to consider, especially in 
the context of key policy documents, such as The National Leadership 
Framework (National Leadership Council [NLC], 2011), New Ways of 
Working (British Psychological Society [BPS], 2007) and the White Paper: 
Equity and Excellence (Department of Health [DoH], 2010).
 ^ I have used the first person pronoun to capture my relationship with the essay
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Declaration of position
In terms of my own position to this particular title, what drew me towards it 
was my personal experience of witnessing service redesign in my adult mental 
health placement. As a result of the service redesign, my supervisor had her 
hours reduced and was redeployed to another service. From a professional 
perspective, I was aware that I am in a relatively ‘safe’ position as a second 
year trainee clinical psychologist. However, the issue of how we as a 
profession market our services in an ever changing NHS seemed like an issue 
that I needed to reflect on and address in respect of qualifying in the future.
Selection of material
A literature search was conducted whereby the terms ‘psychological 
formulation’, ‘consultation and clinical psychology’ and ‘clinical psychologist 
as scientist practitioner’ were entered into PsychlNFO and Google scholar 
databases and then screened for relevance. Papers were only included if they 
were related to the application of these skills to clinical practice, as this was the 
focus of this essay.
Additional literature was sourced by searching the Department of Health 
website for policy documents that in an attempt to place the essay question into 
a context of ‘today’s NHS’. The policy documents I searched were ‘Equity and 
excellence: Liberating the NHS’, ‘New Ways of Working’. I also searched the 
terms ‘care clustering’ and ‘Payment by Results’ (PbR) and screened for 
relevance. I also searched Google for ‘National Leadership Framework’. In 
addressing the question about where clinical psychology should be 
concentrating its efforts in the future, I searched the Division of Clinical 
Psychology (DCP) website for recent publications.
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1. PSYCHOLOGICAL FORMULATION
Psychological formulation is often cited as one of the distinctive skills that sets 
clinical psychologists apart from other professionals. Psychological 
formulation can be described as;
‘the summation and integration o f  the knowledge that is acquired by the 
assessment process...this will draw on psychological theory and data to 
provide a framework fo r  describing a problem, how it developed and is being 
maintained’
(Division of Clinical Psychology, 2001:3)
What distinctive contribution can psychological formulation make in 
today’s NHS?
Psychological formulation as a framework for collaborative working-OvQV the 
last decade, there has been a culture shift towards empowering service users as 
collaborators and decision makers both in respect of their own treatment and 
also in wider aspects of healthcare such as service planning, organisation and 
research (Mitchell & Purtell, 2009). Service user involvement is also central to 
government policy. For example, the NHS Leadership Framework (NLF, 
2011) points out that it is the active participation of service users, carers (and 
the wider general public) which will be required to transform services. Service 
user involvement is also one of the core pledges made in 2011 by the Division 
of Clinical Psychology in a letter addressed to Paul Berstow (Liberal 
Démocrate MP) in support of a social movement in mental health.
On clinical placement, especially in adult mental health, I have been struck by 
how the services I have worked in have been so diagnosis driven. However, 
what I have found interesting is that when undertaking an assessment and 
subsequent formulation with a service user, how often their ‘diagnosis’ did not
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reflect the complexity of their presentation during assessment and formulation 
and actually how difficult it seemed to reduce their difficulties to a single 
diagnostic category. Horn, Johnstone and Brooke (2007) carried out a 
qualitative analysis of five service users diagnosed with borderline personality 
diagnosis (BPD). They found key themes that emerged included ‘uncertainty 
over what the diagnosis meant’. Service users felt that the diagnosis was 
imposed upon them by the professional and it did not contain any meaning for 
them. This reflects a point made by Pilgram (2008) specifically about 
personality disorder, but which could apply to any diagnostic label;
‘The category o f  personality disorder is not inherent to those who gain the 
label, but is a by-product o f  our professional discourse ’
(Pilgrim, 2008:3)
This reflects that idea that diagnostic labels are there to serve professionals and 
do not reflect the lived experience of service users. Another theme was the 
‘others as experts’. As a result o f the professional placing him/her self in the 
‘knowing’ position, service users in this study felt they automatically assumed a 
‘not knowing’ position and they reported feeling disempowered. Horn, 
Johnstone and Brook (2007) argue that the social and personal consequences of 
diagnosis are wide ranging, including the possibility stigma from others, 
reduced employment opportunities and social isolation. The sense that the 
problem is within the individual can also result in an internalisation of the 
diagnosis, thereby perpetuating the problem.
What is particularly important and can set clinical psychologists apart from 
other professionals is that the process of formulation allows one to move away 
from ‘symptom focus’ and ‘diagnostic labels’ towards a more collaborative 
way of working. If formulation is undertaken collaboratively, then it assumes 
a ‘not knowing’ position, and involves a process of ‘meaning making’ with the 
service user at the centre of the process.
30
One of the distinctive contributions that clinical psychologists make when using 
a formulation is that they can draw on different theoretical models to try and 
make sense of a service users difficulties. The formulation can then guide the 
clinical psychologist to tailor a particular intervention for a service user (Vertue 
& Haig, 2008). One of the challenges faced by clinical psychologists in today’s 
NHS is the introduction of ‘care clusters’. The NHS White Paper Equity and 
excellence: Liberating the NHS (2010) sets out the long term vision for the 
future of the NHS. It outlines a plan to implement a set of ‘care clusters’ that 
will be used to commission adult mental health services based on ‘Payment by 
Results’. The advantage of care clustering is that service users should get more 
appropriate and detailed care packages according to their needs, and that there 
is consistency for the service users accessing mental health services. During 
my adult mental health placement, another trainee and I carried out a 
presentation focusing on the implications of the White Paper on today’s NHS. 
The concerns raised from the regional psychologists who attended the meeting 
was how these care clusters are going to impact on clinical psychologists’ 
current way of working. This is a concern that I share. For example, allocation 
to a care cluster will be based on the outcome of the assessment tool Health of 
the Nation Outcome Scale (HoNOS PbR) and clinical judgment (DoH, 2009). 
But where will the unique contribution that clinical psychologists can offer in 
respect of formulation fit into this system? I think it is up to clinical 
psychologists to keep using psychological formulation alongside diagnosis both 
with individual service users and multidisciplinary teams and to promote the 
value of using formulations. For example, formulations can be collaborative, 
they can take into account wider systemic and relational factors, the tailor made 
interventions that can follow on from a formulation promote choice and 
individualised care and a formulation should take into account the strengths and 
resources of the individual, not just the presenting ‘problem’.
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Formulation as a framework for team consultation-The New Ways of 
Working initiative carried out by the British Psychological Society in 
association with the Department of Health in 2007 (BPS, 2007) recommends 
that the profession of clinical psychology should broaden its role from 
individual therapy to provide consultancy to multidisciplinary teams and 
leadership within and across services. With the introduction of Improving 
Access to Psychological Therapies (lAPT) in 2007, clinical psychologists who 
work in adult mental health services have increasingly been seeing clients who 
have more complex and enduring needs. By the very nature of their difficulties, 
these are often the service users which both clinical psychologists and the 
professionals within the multidisciplinary teams who work with them find the 
most challenging. In today’s NHS, clinical psychologists need to provide 
evidence of value for money. As individual therapists, we are expensive but as 
professionals who can draw on a range of psychological models to facilitate 
multidisciplinary teams to think about complex clinical cases, clinical 
psychologists are invaluable (Lake, Solts & Preedy, 2008). Llewlyn, Beinart & 
Kennedy (2009) also suggest that the role of clinical psychologists in the future 
will involve training and consultation for lAPT employees delivering 
psychological therapies. Pilgrim (2008) goes as far as to argue that 
consultation is essential to the survival of the profession of clinical psychology.
Lake (2008) describes a consultancy model for clinical psychologists working 
in multidisciplinary teams. He drew on a number of different theoretical 
approaches to develop an understanding of the difficulties from both the service 
users and the professionals’ perspectives. For example, drawing on attachment 
theory and Cognitive Analytic Theory (CAT), the team discussed what they 
knew about the service user’s relationships with others and reflected on how 
these patterns may be manifest in the relationship between the service user and 
professional. On my adult mental health placement, I was witness to some of 
the discourses around particular service users, for example those with a 
diagnosis of BPD were often deemed ‘attention seeking’ and ‘resistant to
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change’ and often wondered how this perception from professionals impacted 
on the service user’s experience of mental health services. Implementing a 
team consultation approach may be beneficial for professionals by offering a 
contextual understanding of service user’s difficulties through making explicit 
links between their current presentation and past experiences. Lake’s (2008) 
approach also models ‘uncertainty’ and ‘reflection’. Mason (1993) emphasised 
the importance of professionals adopting a position of ‘uncertainty’. He 
believed that it encouraged creativity and expression and avoided the false 
assumption that there is one certain, ‘right’ answer a solution to the problem at 
hand. The emphasis was that the group shared ideas and hypotheses about what 
might be contributing to the difficulties that this service user was experiencing, 
not to find ‘solutions’ to these problems.
Following on from Lake’s (2008) study, I think there a number of challenges 
that clinical psychologists could face when trying to implement consultation 
with a multidisciplinary team. Firstly, the espousing a position of ‘uncertainty’ 
is counter to what many professionals are trained in. Mason (1993) 
hypothesised that this is due to wider cultural, social and economic expectations 
of certainty. From my own experience it certainly seems that when a service 
user is referred, there is an expectation of a solution to a particular difficulty. 
Mason (1993) suggests that a position of ‘safe uncertainty’ is most helpful. 
This allows scope for the expertise of the particular profession alongside 
collaboration and exploration of possible solutions with either the service user 
or other professionals. Although Lake (2008) describes his experience of team 
consultation as entirely positive, when Preedy (2008) set up a team 
consultation, she found that members of the team quickly reverted back to the 
medical model method of looking for ‘solutions’ for service users problems. 
She felt powerless to address other than by reverting to the ‘expert’ position. 
Pilgrim (2008) also raises the important question: do clinical psychologists 
want to undertake consultation and leadership roles especially when one 
considers that the motivation for clinical psychologists entering the profession
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is to help individual clients? Turpin (2008) also highlights the lack of service 
user involvement in the model of formulation set out by Lake (2008).
Where should the profession be concentrating its efforts in the future?
Preedy (2008) hyptothesises that perhaps one of the reasons that clinical 
psychologists feel apprehensive about undertaking a consulting role is that they 
are unsure of what the role entails. Traditional definitions of consultation 
involve ideas of an ‘expert’ position. Preedy (2008) reflects not feeling 
prepared for a consultation role following qualifying, as she felt it was not 
addressed sufficiently during clinical training. So perhaps in line with the 
changes occurring in the NHS, and the likely possibility that clinical 
psychologists will increasingly be expected to undertake consultancy roles, 
PsycD in clinical psychology courses should be providing more training on 
models of consultation and pitfalls or problems that might occur.
There is a paucity of research addressing the impact of formulation on the 
service user, the clinician, the therapy itself or on the wider team. Johnstone 
(2006) suggests that the reason for this is the difficulty in measuring the validity 
and reliability of formulation because there are so many different theoretical 
models from which one can draw a formulation. Furthermore, Johnstone 
(2006) questions if we can conduct research into the impact of formulation 
from a traditional scientific perspective, i.e. one which pertains that there is a 
‘correct’ or ‘true’ way to formulate, and suggests that using qualitative 
methodologies and conducting research in collaboration with service users 
would be a more useful way to expand on the research in this area. Clinical 
psychologists are in a good position to lead on promoting the value of and 
conducting research into formulation.
Another key issue is one o f reducing social inequalities and promoting 
inclusion and equitable treatment in both health and mental health services.
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Gender, race, ethnicity and socioeconomic status have been identified as 
‘protected characteristics’ whereby particular attention needs to be paid by 
public bodies to ensure inclusion (DoH, 2011). One way that clinical 
psychologists should be concentrating its efforts in the future is to think 
reflectively about how to include these characteristics as part of our work, both 
with individuals in a therapeutic context and more widely in terms of teams and 
services. Miller & McClelland (2006) developed a ‘social inequalities 
formulation’ which considers the wider socio-political context of mental health 
and the interplay between the individual and the social structure within they 
exist. The authors hypothesise that this type of model appreciates diversity and 
allows for a context-sensitive formulation, for example, a man’s experience of 
sexual abuse or a black person’s experience of psychosis. The strength of this 
type of formulation is that it firmly places the service user at the centre of the 
formulation and requires attention to diverse narratives and an understanding of 
the client within a wider context. Similarly to other models of formulation, it 
also acknowledges personal strengths, resilience and resources. Embracing this 
type of formulation in our profession would enable clinical psychologists begin 
to gain a much needed greater understanding of peoples' experiences of mental 
health from underrepresented groups in services.
In terms of formulations that encapsulate wider social and cultural issues, I also 
think that clinical psychologists should be promoting the value of formulations 
which address the importance of personal relationships in mental health 
problems. This is also in line with the recovery model approach in terms of 
acknowledging support networks and resources available to the service users. 
On my adult mental health placement, I was struck by how many service users I 
was involved with who did not have many, and in some cases any, significant 
relationships with others. From my own personal experiences I know how 
much I value having supportive relationships with others, especially when 
experiencing particularly difficult circumstances. In my experience on 
placement, the clients who made the ‘best’ recovery were those who had
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supportive relationships. For a couple of the service users I was involved in 
working with, my supervisor and I shifted the focus of our intervention to basic 
social skills work, as this was an area which the service user had expressed a 
desire to be supported in, so they could begin to develop relationships with 
others.
CLINICAL PSYCHOLOGIST AS SCIENTIST PRACTITIONER
One of the unique contributions that clinical psychologists can make in today’s 
NHS is one of scientist practitioner. Comprehensive training in research design 
and methodology is a core part of training for clinical psychologists. Training 
in these skills makes the profession unique compared to other healthcare 
professionals (Cooper & Graham, 2009). The central tenet of the scientist 
practitioner model is that the psychological interventions which clinical 
psychologists deliver are evidenced based (that is, subject to scientific inquiry) 
and that as practitioners we contribute to that evidence base to continually 
develop and improve psychological interventions, guidelines and policy,
What distinctive contribution can clinical psychologists as scientist 
practitioners make in today’s NHS?
Practice-based evidence complementing evidence-base practice-ThQ 
advantage of evidence based practice is that a clinical psychologist can access 
guidelines which suggest the most highly effective, cost effective interventions 
for a particular diagnostic category. The UK National Institute of Clinical 
Excellence Guidelines (NICE) are the guidelines which contain the evidence 
based interventions for various diagnostic categories. In terms of evidenced 
based practice. Randomised Controlled Trials (RCTs) are often cited as the 
most scientifically valid method of assessing the effectiveness of psychological 
interventions. Certainly, a review of NICE guidelines research 
recommendations for mental health cites RCTs as the preferred method of
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undertaking future research. One strength of RCTs is that because allocation to 
groups (experimental or control group) is random, the only systemic difference 
between groups should be the intervention. However, criticisms of using RCTs 
to guide clinical practice have been that the method is artificial and does not 
reflect intervention effects as they would occur in clinical settings. For 
example, the inclusion-exclusion criteria are so stringent, that clinical realities 
such as co-morbidities are not reflected in the research. Furthermore, this type 
of research is less focused on psychological processes of change during 
therapy. This is important if one considers the often cited hypothesis that it is a 
good therapeutic relationship, rather than a particular intervention, that is 
responsible for good therapeutic outcome. By focusing on a specific 
intervention, we run the risk of missing what the processes are that are 
responsible for change. Also, how possible is it to measure the ‘true’ 
effectiveness of an intervention such as CBT or psychodynamic psychotherapy? 
Shedler (2010) points out that even when therapists are providing the same 
intervention, there are profound differences in the manner in which 
interventions are implemented, reflecting the skills and qualities of the 
individual therapists. In my adult mental health placement, I began using a 
psychodynamic psychotherapeutic based intervention with a particular service 
user, but then used ‘techniques’ derived from mentalisation based treatment 
(MET; Bateman and Fonagy, 1999) and CBT because during supervision it 
became apparent that these techniques seemed more appropriate to use at 
certain points during therapy.
A study by Baker, McFall & Shoham (2009) found that clinical psychologists 
are more likely to rely on clinical experience to guide decision making in terms 
of what is the most appropriate intervention for a particular service user, rather 
than clinical guidelines. In my adult mental health placement, I have 
implemented interventions which are not recognised as evidenced based 
interventions according to National Institute of Clinical Excellence (NICE) 
guidelines. For example, the clinical work described above was a
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psychodynamic based intervention with a service user who presented with 
separation anxiety disorder. Determining the most appropriate intervention for 
this particular service user involved trawling through a large body of research, 
the large majority of which was concluded that Cognitive Behavioural Therapy 
(CBT) was not effective for this particular disorder because it did not address 
the core conflict of separation. As such, there was no evidence base for 
psychodynamic psychotherapy for this particular disorder. The decision to use 
this particular intervention was based on the clinical judgment of my supervisor 
in terms of the ‘best fit’ for the service user. One strong advantage of this way 
of working as a clinical psychologist is that we are able to tailor make 
interventions for our service users according not just to their ‘diagnosis’ but 
what might be appropriate according to wider contextual factors. For example, 
this particular service user had difficulties in forming and maintaining 
relationships due to his enmeshed relationship with his mother. Using 
psychodynamic psychotherapy, we explored his past relationship patterns and 
how these may be influencing his current relationships. Molton (2008) makes a 
strong argument about relying on NICE guidelines to base decision making in 
terms of the most suitable interventions for service users. He argues that the 
NICE guidelines ‘are riddled with medical model assumptions’ (Molton, 2008: 
5) and that as practitioners we will become increasingly technical, rather than 
creative in our work. However, the disadvantage of clinical psychologists using 
only their clinical experience to guide decision making is that the intervention 
used will vary according to the clinician. Furthermore, the cuts in today’s NHS 
are resulting in shifting of decision making responsibility pertaining to the most 
appropriate interventions for service users from individual practitioners to 
commissioners.
This leads to the question: Why are clinical psychologists relying on experience 
to guide decision making? Baker, Me fall & Shoban (2009) argue that much of 
the current evidence base for psychological interventions are those which (since 
the introduction of lAPT) are delivered by mental health professionals other
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than clinical psychologists (for example, CBT for depression is generally 
delivered in mental health settings) and the evidence base for the type of 
psychological interventions delivered by clinical psychologists is severely 
lacking. The need for clinical psychologists to work as scientist practitioners is 
most compelling when the evidence is lacking (Shapiro, 2002). It seems 
imperative, therefore, to reflect on why there is a lack of research so it is 
possible to identify where the profession should be concentrating its efforts in 
the future. One reason for a lack of practice-based evidence from clinical 
psychologists could be time. With the re-design of services and unprecedented 
cuts to the NHS, finding the time to conduct research, service evaluations or 
audits alongside clinical work (unless these are specified job roles) is a 
challenge in itself. What I find quite striking is that, so far, none of my clinical 
supervisors have been active in research. In fact, when I have enquired, none of 
them have been involved in any research since qualification. Turpin & 
Llewelyn (2009) highlight a shift in the role of a clinical psychologist, from 
psychometrician to therapist to consultant or leader, with research being the 
constant key role of the profession. However, another challenge facing clinical 
psychologists conducting research in today’s NHS is that there is a lack of a 
recognised structure in how the profession integrates research into their career 
development (Thomas, Turpin & Meyer, 2002). Perhaps in today’s NHS, 
clinical psychologists’ roles as increasingly being one of consultant and leader 
will enable the profession to contribute more to practice based evidence.
Cooper & Graham (2009) cite anxiety and lack of confidence as significant 
challenges that clinical psychologists face in terms of carrying out research, 
service evaluations and audits. They suggest that although trainees may feel 
supported in their research activities whilst undertaking clinical training, once 
qualified there is often not the support available within the services within with 
they are employed. Engagement in research is often dependent not only on the 
motivation of the trainee but also the supervisor and the demands of the new 
job following qualification. Cooper & Graham (2009) found that those newly
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qualified psychologists that continue with research tend to organise their own 
support systems and supervision.
Developing and implementing meaningful outcome measures-CuwQni 
government reforms to health and social care systems emphasise the 
importance o f measuring outcomes to evaluate the effectiveness of treatment 
(DoH, 2011). Subsequently, the nature by which clinical psychologists 
evaluate therapeutic change through outcome measures is of utmost 
importance. My experience on placement is that outcome measures are not 
used routinely in clinical practice and when they are, they tend to be symptom- 
orientated. On clinical training so far I have only used symptom-orientated 
outcome measures because these have been the only available measures in the 
services I have worked in. I have felt concerned that these measures do not 
capture the change that has occurred during therapy. This links back to the 
earlier point about the importance of measuring the processes of change during 
therapy. It also reflects the discussion in the psychological formulation section, 
about the importance of including wider contextual and social factors in 
measuring change.
Service user involvement in developing meaningful outcome measures is of 
utmost importance, as people who experience mental health issues are best 
placed to inform what contributes to their recovery. Faulkner & Layzell (2000) 
reported on a service user led research project which identified supports and 
strategies that service users found intrinsic to the process of recovery. 
Relationships which provided emotional support, finding meaning and purpose 
in life through hobbies, employment and religious/spiritual beliefs were all 
cited as key factors in this process. A service user may only experience a slight 
reduction in ‘symptoms’ as a result of a psychological intervention, but may 
have experienced change in other aspects of their lives (relationships, 
employment, hobbies) that are not captured by symptom-orientated measures. 
Clearly, there is a discrepancy between symptom-orientated outcome measures
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often used in clinical settings and what constitutes recovery from a service user 
perspective. Clinical psychologists can make a unique contribution in today’s 
NHS by critically evaluating the outcome measures that are currently available 
for use in clinical practice and also be instrumental in collaborating with service 
users to develop and implement outcome measures that are both meaningful 
and scientifically valid. Tait & Lester (2005) identify potential barriers to 
service user involvement in research, such as financial implications for service 
providers, concerns around the representativeness of service users and the need 
for new ways of thinking about and working with service users. However, if 
service user involvement is required for the transformation of services then 
collaborative research with service users to develop meaningful outcome 
measures is an issue o f great importance in today’s NHS
Where should the profession be concentrating its efforts in the future?
It seems imperative that clinical psychology as a profession should be ensuring 
that practice based evidence does indeed complement evidence based practice. 
As discussed above, there is clearly an identified need for more research on the 
most effective interventions for service users with more complex and enduring 
mental health problems. In today’s NHS, clinical psychologists are in a good 
position to be spearheading this type of research. However, one needs to be 
mindful of the challenges faced (time, anxiety and what constitutes ‘evidence’). 
One issue seems to be this disparity between comprehensive training in 
research methodology during clinical training and then the realities of clinical 
work faced upon entering clinical practice. Shapiro (2002) suggests one way of 
addressing this issue is the establishment of research clinics, whereby clinical 
psychology academics and NHS psychology services work collaboratively. 
The result is that clinical psychologists are delivering interventions and also 
being trained and supervised by clinical academics in terms of measuring the 
effectiveness o f these interventions. Another issue is the dissemination of 
research findings. The University of Surrey DClinPsy programme has recently
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implemented a change, whereby trainees are required to write up their doctoral 
theses as journal articles, ready for publication. I think this will encourage 
more trainees to remain active in the field of research as it will enable trainees 
to have experience of the processes necessary to disseminate research
In respect of what constitutes ‘evidence’, I think clinical psychologists need to 
be instrumental in undertaking and promoting the value of different types of 
research methodologies alongside RCTs. I think qualitative research is still 
under represented in research as whole, and this is unfortunate as I think it can 
result in interesting findings which help us understand the experiences of 
service users and the processes of change which can be lacking in quantitative 
research. For example, the Horn, Johnstone and Brook (2007) study described 
in the psychological formulation section used a qualitative methodology and 
consequently made some very interesting observations about services users 
experiences of a diagnosis of BPD. However, I also think it is important to 
move away from the ‘either/or’ approach to quantitative and qualitative 
research methodologies and reflect on the type of research questions suited to 
the two different approaches.
CONCLUSION
The unique contributions that clinical psychologists can make in today’s NHS 
are wide ranging and varied. Psychological formulation can promote service 
user involvement through working collaboratively. The increasing shift in 
position from therapist to consultant/leader also means that clinical 
psychologists can widen the applicability of psychological formulation. For 
example, using this approach within teams could facilitate ‘psychological 
mindedness’ and enable professionals to have a greater understanding of the 
experiences of service users. Furthermore, psychological formulation 
highlights the strengths and personal resources of services users and can be 
inclusive o f wider social and contextual factors which are akin to recovery-
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orientated practice. The NHS is increasingly moving towards ensuring 
accountability and efficiency whilst simultaneously restructuring services. 
Clinical psychologists are in a unique position to be able to contribute to 
evidenced based practice and ensure that practiced based evidence is also 
prioritised so that psychological interventions continue to evolve and be 
recognised for the contribution that they make in the recovery process of 
service users. There is no doubt that this a difficult and challenging time not 
just for clinical psychologists, but all professionals involved in health and social 
care services. However, I believe that we as a profession have the unique skills 
to be able to rise to these challenges and adapt ourselves accordingly whilst 
remaining committed to the core principles of the profession.
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THE ORIGINAL ‘PROBLEM’
In our Personal and Professional Development (PPD) groups, we were 
presented with the title ‘relationship to change’ and informed we would be 
carrying out a presentation in six weeks.
Applying Anderson & Ackerman Anderson’s model of transformational 
change to the group and to therapy
In our PPD group we focused on developing our presentation around Anderson 
and Ackerman Anderson’s model of transformational change (Anderson & 
Ackerman Anderson, 2001). I will discuss the different ‘stages’ of the model in 
relation to the group processes and the application of the ideas to subsequent 
clinical practice.
BIRTH’ STAGE
I feel this stage reflects our first group session. This was when we were 
presented with the title ‘relationship to change’. There was anticipation and 
uncertainty within the group as to the nature of the task. I felt slightly outside 
of this dynamic having undertaken a similar task in my MSc and so I just felt 
excited about the task ahead. I also believe that the phase of uncertainty can be 
instrumental in enhancing creativity as a group. However, with hindsight I can 
remember this feeling of uncertainty when undertaking a similar task for the 
first time and so I was able to empathise with other members of the group when 
we discussed this uncertainty in the reflection section at the end of the first 
session. In my reflective journal, I had noted that I felt immediately 
comfortable in our group. This was facilitated by deciding to discuss our 
personal experiences of change, in particular regarding starting clinical training.
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I felt comfortable sharing my personal experience of change. This involved a 
geographical change (moving from Manchester to Surrey) and a change in role 
(from full time mother to full time work) and the difficulties I was still having 
adjusting to these changes. Baron & Kerr (2003) hypothesise that feeling 
accepted and integrated into the group is a key factor in group cohesion. 
Furthermore, the more effective you perceive your group to be, the higher the 
level of group cohesion and this in turn contributes to the loyalty and 
commitment exhibited by its members. I felt that as a group we became very 
‘task focused’ very quickly. Shaw (1981) found a strong task orientation can 
be beneficial when there is limited time or lack of structure. However, it can 
have a negative effect on morale because the needs and feelings of group 
members become secondary. It did feel that the time pressure may have 
negatively affected the group dynamic. We reflected as a group that a 
drawback of being so task focused was that we did not get much time to get to 
know each other personally.
I reflected on two aspects of this experience in relation to clinical practice. 
Firstly, several clients have mentioned how anxiety provoking they found their 
first assessment session. Every client has unique expectations, fears and hopes. 
When I am seeing multiple clients in one day, it may be easy to overlook the 
anxiousness of the client, especially when I am focusing on my own anxieties 
as a trainee clinical psychologist. It highlighted to me the importance of 
making the client feel at ease, ask how they are feeling and focus on building a 
good rapport to facilitate a therapeutic relationship. Secondly, it made me 
reflect on the importance of listening and attending to an individual’s narrative 
in clinical practice. There was a huge diversity of peoples’ experience of 
change in relation to getting on the course and this could only be appreciated 
through hearing the narrative of the individuals in the group and their journey 
onto clinical training. On my current clinical placement it has been possible to 
have four or five sessions devoted to a thorough assessment which has been 
instrumental in developing a detailed personal narrative, a thorough formulation
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and a good therapeutic relationship. This raises an ethical dilemma: how would 
I work in a clinical environment where I can only offer clients a very limited 
number of sessions and it would become imperative that I worked in a more 
task focused way if this takes the focus away from clients’ feelings, needs and 
problems (as Shaw 1981 proposed)? This is an issue I intend to take to future 
supervision.
‘GROWTH’ STAGE
I felt this stage represented the next two sessions of our group. In session two, 
we discussed the different models of change that we had researched for 
homework. This was the first time that I experienced disagreements with a 
member of the group. I had proposed that there is an innate resistance to 
change based on the model I had researched (Beckhard, 1969). The group 
facilitator contested this and suggested that change is on a continuum. This 
instigated a discussion about where we fell on that continuum as individuals. I 
commented that I am more fearful of routine and so I embrace change, whereas 
others in the group were more resistant to change and felt more secure with 
routine. This seems to reflect the stages a group proceeds through over time as 
proposed by Tuckman & Jenson (1977). The first stage is called ‘forming’ and 
is marked by inhibited, polite behaviour and information seeking. The second 
stage is ‘storming’. This occurs when the group feels more comfortable with 
each other and feels able to confront their differences. This is important when I 
think about how I would manage disagreements and conflict within a 
multidisciplinary team. I tend to avoid conflict, but if managed well it can be 
fundamental in challenging your ideas and building upon the knowledge base of 
the group. One of the group members felt that Ackerman & Anderson 
Ackerman’s (2001) model of transformational change resonated most with the 
changes we are experiencing as trainee clinical psychologists. I offered to map 
out our experiences so far on the course onto the model to try and establish the 
relevance of this model to us as a group. I had some reservations that we were
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trying to squeeze an organizational model of change onto our personal 
experiences. Furthermore, I felt that change is more cyclical than the model 
allowed for. Some of the group agreed that perhaps change is not achieved by 
going through all the stages but that the model is one that resonated for all of 
them. An advantage of this approach taken by the group was that they were 
making a decision based on what felt ‘right’ for them on a personal level. 
However, a weakness of this way of making a decision was that I felt quite a 
pressure to conform to the majority decision despite my reservations.
Beckhard’s (1969) model of change resonated with me both on a personal and 
professional level. He proposes that there are three essential elements to 
change; 1) awareness of where we are on our personal journeys; 2) necessary 
resources (do we have the necessary time, money, energy) and 3) support 
structures. On a personal level, I have realised since starting clinical training 
the importance of using my support structures (family, friends and colleagues) 
to ensure I have a healthy balance between my personal and professional life. 
A particular client that I’m undertaking therapeutic work with at the moment 
really wants to carve a career as a professional DJ. However, he has limited 
funds because he is unemployed. He is also diagnosed with depression and 
finds it difficult to motivate himself. He has a very limited social network and 
support structures. I have had a conversation with my supervisor about how 
much change is possible for this client with these limitations. I am trying to use 
motivational interviewing and goal setting to set realistic, achievable goals.
‘PLATEAU’ STAGE
For me, this stage represented session four and five. These two sessions were 
spent deciding on the structure of the presentation and on the contribution we 
would each make. In terms of group process, we made a decision quickly about 
the different roles we would have within the group. One of the group members 
expressed anxiety about volunteering to be part of the role play and we offered
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reassurance and problem solving solutions within the group. I felt that this 
allowed the group a space to talk about their own anxieties about the 
presentation and that this bonded us further as a group. I also reflected on what 
a positive experience it will be to have this safe and reassuring space in our 
PPD group to talk about our personal and professional issues over the next three 
years of our clinical training. During this ‘plateau stage’, I felt that we moved 
from ‘not knowing’ to ‘knowing’ and we all had a clear sense of where we were 
going and what our individual roles were. This reflects what Tuckman & 
Jenson (1977) coined the ‘norming’ and ‘performing’ stages of groups, 
whereby a group will often reach a consensus about roles and procedures and 
subsequently begin to effectively address the various group goals.
‘CHAOS’ STAGE
As a group I did not feel that we went through a ‘chaos’ stage. According to 
Ackerman & Anderson Ackerman (2001), the chaotic stage is characterised 
when an organisation has a ‘wake up call’ (difficulties) which call for change. 
If this call for change is denied, it can lead to chaos.
I believe that this ‘chaos stage’ is occurring currently on my clinical placement. 
On my first day on placement my supervisor and other colleagues of the 
multidisciplinary team had received letters informing them they were to be 
interviewed for their current jobs in light of the re design of the NHS. It was a 
time of great uncertainty and distress within the team and beginning my first 
clinical placement within the midst of these pivotal changes has been very 
challenging on both a personal and professional level. Learning about different 
models of change at this juncture has been hugely beneficial as it has enabled 
me to develop an explanatory framework in an attempt to make sense of these 
changes. For example, Schein (1999) found that motivation to change 
depended on whether change was ‘personally driven’ or ‘forced’. When change 
is personally driven, one may be more driven to motivate change because it
53
arises from a personal need. In conversation with colleagues in my team, they 
have felt that this change is being forced upon them and there is an 
understandable resistance and lack of motivation. They also expressed concern 
about how these changes had been communicated and the lack of consultation 
from management. The sense of anxiety was both personal (potentially losing 
one’s job or being relocated) and professional (uncertainty about how the 
reduction in staff will impact on client care).
This made me think about how I would deal with change from a leadership 
position. According to Battilana, Gilmartin, Pache, Sengul et al (2010) one of 
the key factors for change to be experienced as positive if occurring from at a 
‘top down’ level is communication. I would want to orientate people to the 
reasons for change and organise forums (for example additional team meetings) 
where individuals in the team had the opportunity to discuss the personal and 
professional impact of change. I think this would be imperative to minimising 
negativity in the work place and assisting people in having some sort of 
personal control over organisational change.
‘DEATH AND RE-EMERGANCE’ STAGES
On a personal level, this was managing my anxiety about the presentation and 
re-emerging with a confidence that I can present to my peers. From a 
professional perspective I found this experience valuable. It is important I feel 
comfortable being assertive within my multidisciplinary team and presenting 
and disseminating research in a wider context.
CONCLUSION
In my reflective journal I wrote that being involved in the PBL exercise had 
‘changed the way I think about change’. It enabled me to explore my personal 
relationship to change and deepened my understanding of the many facets of
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change in light of hearing about others experience of change within the group. 
At the beginning of clinical training, I think it is imperative to reflect on this 
process of change, and especially to think about the journey of change that 
clients embark on with us. It has also made me aware how change can be 
managed in both an ‘adaptive’ and ‘maladaptive’ way (Bovey & Hede, 2001) 
and to identify these patterns both when working with clients and in a 
multidisciplinary team. I feel that this exercise was especially pertinent in the 
current climate within the NHS. Using a theoretical framework, I have 
reflected on the way change has been managed on my clinical placement and 
thought about how I would manage change differently in the future.
Wood (2003) describes problem based learning (PBL) as facilitating;
‘not only the acquisition \,of knowledge but several other desirable attributes, 
such as communication, teamwork, problem solving, independent responsibility 
and learning, sharing information and respect fo r  others ’ (p.328).
I view this acquisition of knowledge and development of transferable, generic 
skills as imperative in facilitating effective leadership within a multidisciplinary 
team.
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THE ORIGINAL ‘PROBLEM’
In our Personal and Professional Development (PPD) groups, we were 
presented with a clinical case whereby a couple, Mr and Mrs Stride, had 
recently had their three-year old twin daughters placed into short term foster 
care following a child protection case conference under the categories of 
emotional abuse and neglect. Mr and Mrs Stride want to have their children 
returned to their care. The children’s Guardian approached the clinical 
psychologist and requested a full risk assessment and, if appropriate, to assist 
the Court in developing a rehabilitation plan for the children. Mr Stride’s 
parents are supportive of the family and wish to be assessed as possible carers 
for their grandchildren. However, this is against the backdrop of the Local 
Authority wanting to place the children up for adoption swiftly, in the belief 
that Mr and Mrs Stride will not ever be able to adequately care for their 
children. A brief background history was provided alongside a genogram of the 
Stride family and an eco-map delineating the professional network involved 
with the family. As a group, we were asked to consider the question; whose 
problem is it and why?
THE GROUP PROCESS
As a group, there seemed to be a shift in the way that we approached this task 
compared to how we approached the first year Problem Based Learning (PBL) 
task. In the first PBL task, the group was uncertain and anxious as to the nature 
of the task. The title ‘relationship to change’ was unstructured and we were
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unsure as a group what was expected of us. fthink this anxiety was 
exacerbated by not knowing each other very well and reflected the stage we 
were at in terms of our clinical training. However, when we approached this 
PBL exercise, we had been in our Personal and Professional Learning 
Discussion Group (PPLDG) for a year and I felt that we had grown more 
comfortable with each other in the group and gotten to know each other on a 
personal level. During the first year PBL task, there were no disagreements as 
to how the group should approach the task. However, with this PBL task there 
was some conflict within the group as to how the exercise should be 
approached. One of the group members suggested that a role play of a Court 
room situation would be a good way of conveying the perspectives of the 
different professionals involved in the case. All but one member of the group 
agreed that this would be a way making the task interesting and engaging for 
the audience. It felt as though as a group we had shifted from being anxious 
and concerned about getting the task ‘right’ to feeling more confident about 
playing with ideas and making being creative in regards to the presentation. 
However, one o f the group members expressed concern that a role play would 
not be sufficient to convey all the prompt questions we were asked to consider 
related to the case and to make explicit the theory-practice links. This was 
disparate what other group members felt was important in undertaking the task. 
The way we managed this as a group was to have a brief discussion about 
alternative ways of approaching the task and think about the strengths and 
weaknesses of different approaches. However, the majority group consensus 
was to do a role play and the group member who initially aired their objection 
agreed to it. During the first PBL task, I felt that perhaps the lack of 
disagreements was a reflection of our anxiety to be accepted and integrated into 
the group, which Baron & Kerr (2003) hypothesise is a key factor in group 
cohesion. The first PBL exercise seemed to reflect the ‘forming’ stage of how a 
group proceeds over time (Tuckman & Jenson, 1977), which is marked by
 ^ I have used the first person pronoun, as I feel this represents the reflective nature o f  the 
account
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inhibited, polite behaviour and information seeking. Approaching the second 
PBL exercise was reminiscent of ‘storming’. This occurs when the group feels 
more comfortable with each other and feels able to confront their differences.
When preparing for the presentation, we became ‘task focused’ very quickly. 
Shaw (1981) found a strong task orientation can be beneficial when there is 
limited time or lack of structure. However, it can have a negative effect on 
morale because the needs and feelings of group members become secondary. It 
did feel that the time pressure may have negatively affected the group dynamic, 
in the sense that what we had hoped would be a ‘fun’ process became quite 
focused because of the awareness that we were had to prepare a presentation in 
a limited time. Because we had decided to present the exercise as a court room 
situation, as a group we quickly came to the decision that we would have a 
prosecution and a defence position, each consulting an expert witness and a 
judge who would introduce the case, summarise the proceedings and make 
recommendations. We each voted on the role we wanted to take. The most 
difficult decision we made as a group was what areas of the case we would 
focus on. It took two sessions for us to agree as a group to focus on domestic 
violence and engagement and communication. An advantage of this was that as 
a group we were able to explore a deeper range of literature pertaining to 
theories in these areas. However, a disadvantage was that the relatively narrow 
focus meant that we disregarded some of the fundamental aspects of the case 
(e.g. socioeconomic issues, wider issues regarding professional roles and 
liaison within the professional network). The time it took to come to this 
decision reflected the anxieties that some of the group members expressed in 
terms of being evaluated negatively during the presentation for being too 
focused. One of the group members suggested that we would incorporate wider 
aspects of the case (such as parenting and learning disabilities, socioeconomic 
issues and social support) within the summarising and recommendations 
undertaken by the judge. During this process, I felt that we moved from ‘not 
knowing’ to ‘knowing’ and we all had a clear sense of where we were going
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and what our individual roles were. This reflects what Tuckman & Jenson 
(1977) coined the ‘norming’ and ‘performing’ stages of groups, whereby a 
group will often reach a consensus about roles and procedures and subsequently 
begin to effectively address the various group goals.
IMPLICATIONS FOR CLINICAL PRACTICE
This PBL exercise has been very timely in respect of my clinical work. I am 
currently on my learning disabilities placement and undertaking an eligibility 
assessment with a young man. His partner has a learning disability and mental 
health problems and has recently given birth. The baby is on the child 
protection register and one of my first experiences on placement was to attend a 
child protection conference. My experience in this conference was quite 
positive. Prior to the conference, the Speech and Language Therapist from the 
learning disabilities team who had been working with the family for some time 
consulted with the chair and informed her of the best way to communicate in 
the conference so the parents could understand the proceedings. She also spent 
the conference sitting next to the parents and drawing visual representations of 
what was being said by the different professionals. The result of this was that 
parents did not seem to be overwhelmed by what was discussed at the 
conference (this had happened previously and the mother had left very 
distressed). I was reminded of literature I found whilst preparing for the 
presentation. Booth & Booth (1993) found that the support offered to parents 
with a learning disability during court proceedings often leaves them feeling 
deskilled and results in feelings of inadequacy. The Social Services 
Inspectorate (1999) found that assessments are influenced by a ‘professional 
knows best’ culture, and that views of parents are only given ‘tokenistic 
acknowledgement’. This is contrary to the Children Act 1989 which 
specifically highlights the importance of working in partnership with parents 
and the government’s Valuing People (2001) strategy, which highlights the 
importance of ensuring inclusion and choice for people with learning
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disabilities through person centered planning and advocacy. An example of this 
was the Speech and Language Therapist working both with the family and other 
professionals involved in their care in terms of assessing their level of 
comprehension and ensuring that the interventions instigated by the child social 
work team are appropriate to the parent’s level of ability.
The role I was drawn to was the defence consulting expert witness. Reflecting 
on this at a later date, I wondered if I was drawn to this position because of my 
clinical experience outlined in the previous section, whereby I had witnessed 
the importance of engagement and adapting communication to meet the needs 
of parents with a learning disability in a similar situation. As a group we 
reflected how we were immediately drawn to what we perceived to be the 
injustice experienced by the parents in this process. What we realised was how 
important it was to convey a balanced view of the different perspectives 
involved in the case. One way as a group we felt we could achieve this was 
through the ‘defence’ and ‘prosecution’ positions afforded in the court case 
scenario. The difference between the PBL exercise and my clinical case was the 
presence of domestic violence. The literature presented by the prosecution 
regarding the impact of domestic violence was stark. For example, Laporte, 
Jiang, Pepler & Chamberland (2011) found that children who experience 
domestic violence often lack models o f positive relationships and the necessary 
interpersonal and conflict resolution skills for engaging in healthy relationships. 
Furthermore, Levendosky, Bogat & Huth-Bocks (2011) found that domestic 
violence has an impact on parenting in that it leads to disrupted routines, lack of 
maternal responsiveness to baby’s needs and dissociative states which impacts 
on a baby’s attachment. On the defence side, we reviewed literature concerning 
the trauma of being removed from the family network and attachment to the 
primary caregiver. This made me reflect on what difficult ethical dilemmas are 
faced by professionals in these situations; how do you get the balance ‘right’ 
between ensuring the physical and emotional safety of children and supporting 
the parents to provide the best care for both themselves and their children? As
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a group we also reflected on what constitutes the ‘good enough’ parenting. I 
know from my own experience of having children the difficulty in assimilating 
information on parenting from different professionals, family and popular 
media which is often conflicting.
As a group, we reflected on the fact that the voice of the Stride family was lost 
in our presentation and we only presented the voice of the professionals. I 
wondered if this reflected what happens in many services more generally. I was 
reminded of an experience recently whereby I was presenting a draft 
formulation about a service user to my supervisor when she stopped me and 
said ‘but where is the person in all this?’ I realised I had been so caught up with 
trying to include all his adverse life experiences that I lost him in the process. 
My supervisor and I reconceptualised the formulation so that the service user, 
his personality, strengths and support networks were at the centre of the 
formulation, with the adversity he had experienced and behaviour he was 
referred for as factors influencing who he was and could be rather than defining 
him. As clinical psychologists I think we are well placed to be leading the way 
in espousing the importance of person centered planning, not just in learning 
disabilities services.
CONCLUSION
From both a personal and professional perspective, this PBL task has been 
instrumental in enabling me to develop a deeper understanding of the ethical 
dilemmas faced by professionals involved in complex child protection cases. It 
has also strengthened my belief in the importance of person centered planning 
and multidisciplinary work, which expands beyond the remit of learning 
disabilities services. As a group, I feel that we have evolved from being 
anxious and polite with each other to feeling ‘safe’ enough to start being 
creative with ideas, airing objections that we might have and finding a way to 
manage these in an effective way to ensure group cohesion. These are
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invaluable skills to reflect on when working as a trainee clinical psychologist in 
a multidisciplinary team.
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Summary of Personal and Professional Learning Discussion
Group I
September 2011 
Year 1
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During our PPLDG we have been required to carry out several 
structured tasks. In my process account, I have explored two tasks 
(the genogram exercise and the videotaping and feedback exercise) 
and one consistent aspect of the group (the check in process). For 
each of these I have explained what each exercise consisted of and 
then reflected on how they impacted on me, the group process and 
my professional practice.
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Summary of Personal and Professional Learning Discussion
Group II
July 2012 
Year 2
68
This account is separated into reflections about the self and group 
process during the PPLD group over the course of the second year 
and reflections about how processes during the group influenced my 
clinical practice. In the section entitled '‘Reflections about the self 
and the group process’ I explore the reasons that there was a 
discrepancy between my expectations and experiences of the 
second year PPLD group and how I might have influenced this 
process. In the section entitled ‘Reflections on clinical practice ’ I 
explore the key aspects of the group processes and discussions that 
impacted on subsequent professional practice, such as creating a 
‘safe space’ both in supervision and therapeutically and the ethical 
dilemmas raised as a result of working in a diagnostically driven 
service.
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2. CLINICAL SECTION
Overview of Clinical Experience Gained Over the Five
Placements
July 2013 
Year 3
70
Year One (September 2010-September 2011)
Name: Community Mental Health Recovery Service (CMHRS)
Nature: Adult Mental Health placement
Experience gained: I gained experience of working with a variety of different 
clients with a range of presenting difficulties, such as Borderline Personality 
Disorder, Chronic Depression, Developmental Trauma and Depersonalisation 
and Derealisation Disorder. I used different theoretical models to undertake 
assessment, formulation and intervention, such as Mindfulness Based Cognitive 
Therapy, Psychodynamic Psychotherapy and Acceptance and Commitment 
Therapy, amongst others. I gained experience of using supervision as a 
reflective space, especially in discussing the more complex clients. I 
coordinated an anxiety group with the Occupational Therapist and a Obsessive 
Compulsive Disorder treatment group. This enabled me to develop confidence 
and skills in mnning groups.
Year Two (September 2011-April 2012)
Name: Community Team for people with Learning Disabilities (CTPLD) 
Nature: Learning Disabilities placement
Experience gained: I worked with a range of different clients, for example 
those with a diagnosis of autism, downs syndrome and dementia using different 
theoretical approaches, for example, narrative therapy, adapted CBT, and life 
story work. I worked both directly with clients and indirectly with care staff. I 
also carried out a piece o f joint work with a Speech and Language Therapist. I 
was part of a reflective team in a systemic family therapy service and I was 
involved in carrying out neuropsychological assessments in an Autism 
Diagnosis Service. I carried out a neuropsychological assessment with a client 
to establish eligibility to the service and worked closely with other 
professionals with this client as part of a parenting assessment. I was also
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involved with a safeguarding case with one of my clients, where I had to 
present information to other professionals and the police.
Year Two (April 2012-September 2012)
Name: Child Anxiety Clinic 
Nature: Child placement
Experience gained: I gained experience in carrying out diagnostic 
assessments, providing individual cognitive behavioural therapy (CBT) for 
children (aged between 8 and 12) and guided self-help treatment (based on 
CBT principles) for parents of children diagnosed with an anxiety disorder. I 
was also involved in two research projects. One was assessing the efficacy of 
an online CBT treatment programme for adolescents diagnosed with an anxiety 
disorder. I carried out assessments and delivered the online treatment. The 
second research project was developing a new treatment model for parents of 
children diagnosed with an anxiety disorder which drew on mindfulness based 
cognitive therapy. I delivered the treatment as part of a pilot study and carried 
out laboratory assessments for the participants in the 'treatment' condition. I 
also gained experience of working in the Community Adolescent Mental Health 
Service (CAMHS) and undertook two neuropsychological assessments (one 
with a 16 year old boy and one with an 8 year old girl). I gained experience in 
scoring, interpreting and writing up neuropsychological reports and presented 
the findings to families and other professionals within the MDT.
Year Three (September 2012-Septmber 2013)
Name: Community Mental Health Team for Older Adults (CMHT-OA)
Nature: Older Adults placement
Experience gained: I gained experience in carrying out initial assessments and 
formulations to consider the most appropriate therapeutic interventions. 
Although my supervisor works primarily from a Cognitive Behavioural
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Therapy (CBT) perspective, I have been fortunate enough to gain experience of 
working in an integrative way, with a range of clients presenting with both 
severe and enduring difficulties (for example, psychosis) and milder, 
transitional difficulties (for example, anger management).
I have also gained experience of administering neuropsychological assessments 
with this population. I have gained experience of undertaking two 
neuropsychological assessments (WAIS-IV; WMS-IV; Hayling & Brixton; 
DKFES; Top-OFF; VOSP; BADS) to address a referral question around a 
diagnosis of dementia. I have also gained experience of scoring, interpreting 
and writing neuropsychological reports with recommendations and feeding 
back the results to clients and their families.
I gained experience of running a Dementia Information and Support Group, 
which is an 8 week group aimed at people newly diagnosed with dementia. My 
main duties in running this group were providing clients with information about 
dementia, provide a safe space for people to discuss their experiences of being 
diagnosed and co-ordinate other professionals to attend the group to give talks 
about topics relevant to this client group (for example, the Psychiatrist to 
discuss dementia medication). I gained experience in clinical governance by 
developing the content of the group and carrying out assessments to determine 
eligibility for the group.
Year Three (September 2012-September 2013)
Name: Interpersonal Psychotherapy (IPT) placement 
Nature: Specialist placement to gain practitioner level qualification 
Experience gained: IPT is a specific model of therapy for depression which 
works with an individual's depressive symptoms in the context of their 
interpersonal relationships. I have therefore gained experience in carrying out a 
thorough assessment of the individual's difficulties and their social support
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network. Following this, I have gained experience in developing and sharing a 
formulation with the client and developing specific goals. Client work focuses 
on one of four areas (complicated grief, role transitions, role disputes and 
sensitivities). Depending on the focus area chosen, I have gained experience in 
working with the client to both improve depressive symptoms and improve 
interpersonal relationships. Central to IPT is an acknowledgement of the 
endings, and another responsibility of mine is to work with the client to address 
the ending of therapy and consider how recovery will continue.
Because I am training to practitioner level, my therapy sessions are all audio 
recorded and submitted for marking. I submit a case report at the end of therapy 
for each of the clients. I have weekly supervision for one hour a week. My 
responsibilities are to bring to supervision issues arising from the client work 
and discuss progression.
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3. RESEARCH SECTION
Service Related Research Project
Service users’ perspectives of a hearing voices group: a service
evaluation.
Service Related Research Project 
Year 1
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ABSTRACT
Background: The Hearing Voices Network (HVN) set up Hearing Voices 
Groups (HVG) in an attempt to provide an environment where people who hear 
voices have an opportunity to talk freely about their experiences. Lee, Hannan, 
Bosch, Williams & Mouratoglou (2002) found the most helpful aspects of a 
HVG was friendliness and tolerance, listening to other’s stories, providing 
advice for others and learning coping strategies.
Objectives: a) to ascertain if the hearing voices service is meeting its
objectives; b) to ascertain the helpful and unhelpful aspects of the service and c) 
determine if any improvements could be made to the service.
Method: Eight participants (four male, four female) who attended a HVG took 
part in two focus groups. The data from the focus groups was transcribed and 
analysed using the six stages of semantic thematic analysis (Braun & Clarke, 
2006).
Results: Four super-ordinate themes emerged from the data: 1. importance of 
shared experiences; 2. developing coping skills; 3. pivotal role of hearing 
voices service lead and 4. improvements. A number of subordinate themes 
were also identified.
Discussion: The HVG seems to meet all of its objectives. Potential 
improvements of the group included more mindfulness practice and a greater 
connection between other HVGs (including better access to HVN literature) and 
mental health professionals. Limitations of the study are also discussed.
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INTRODUCTION
The Hearing Voices Group (HVG) is part of the Hearing Voices Network 
(HVN). The HVN is a service user led registered charity for people who 
experience auditory hallucinations (‘hearing voices’). The organisation was 
founded in 1988 in Manchester and inspired by the work of Marius Romme and 
Sondra Escher (Hearing Voices Network, 2008). Romme & Escher (1993, 
2000) believed that it was important to move away from the notion of hearing 
voices as a pathological construct and the subsequent dominance of the medical 
model in the ‘treatment’ of hearing voices. Romme & Escher (1993, 2000) 
hypothesised it is more helpful to think of hearing voices as part of human 
experience. From this perspective, it is the meaning that the individual attaches 
to the voices, rather than the voices themselves, which can cause distress 
(Snelling, 2005). Strategies focusing on changing the relationship with voices 
(such as mindfulness, acceptance and re-authoring lives) are emerging as new 
therapeutic perspectives for treating hallucinations (Perez-Alvarez, Garcia- 
Montes, Perona-Garcelan, Vallina-Femandez, 2008). The aim of a HVG is;
‘To give [people] who have these experiences an opportunity to talk freely 
about this together. To support anyone with these experiences seeking to 
understand, learn and grow from them in their own way ’
(Hearing Voices Network, 2009)
Lee, Hannan, Bosch, Williams & Mouratoglou (2002) evaluated a hearing 
voices group and found the most helpful aspects for the group members was 
friendliness and tolerance, listening to other’s stories, providing advice for 
others and learning coping strategies.
HVG are becoming increasingly popular alternative to individual therapy, 
especially in the current climate of the restructuring of the National Health
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Service (NHS) where resources are becoming increasingly constrained (Ruddle, 
Mason & Wykes, 2011).
The service
The hearing voices service being evaluated is a rolling group for people who 
‘hear voices’. It is a weekly group which is approximately an hour and a half in 
duration. It is a support group so it is not compulsory to attend weekly but 
whenever the service user feels they may benefit from attending the group. It 
has been running since 1992.
Rationale for evaluation
Increasingly, the government recognises the importance of service user 
involvement in assessing standards of care to improve service quality, make for 
more appropriate services and increase service satisfaction (Department of 
Health, 1999a; 1999b; 2001). The service has not been evaluated since it was 
set up and the Occupational Therapist (the service lead) approached me 
(Trainee Clinical Psychologist) to gather service-user led feedback to ascertain 
if the service was meeting its objectives and what was helpful and unhelpful 
about different aspects of the service. See Appendix 1 for the objectives of the 
group.
A qualitative approach was used because it was important for service users to 
describe their experiences of the hearing voices service at a deeper level than 
quantitative analysis affords. A focus group method was adopted because it 
was convenient for participants who already attended the group and it allowed 
the capacity for everyone in the group to be involved in the research. Thematic 
analysis (Braun & Clarke, 2006) was deemed to be the most appropriate 
method because the aim of the evaluation was to organise participants’ 
experiences âiid summarise key features of a large body of data.
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OBJECTIVES
• To ascertain if the hearing voices service is meeting its objectives
• To ascertain the helpful and unhelpful aspects of the service
• Determine if any improvements could be made to the service
METHOD 
Participants
Eight service users (four male and four female) took part in the focus group and 
were selected via criterion sampling. The diagnoses of the eight service users 
included paranoid schizophrenia, bi-polar disorder, schizotypal personality 
disorder and drug induced psychosis (DSM-IV-TR, American Psychiatric 
Association, 2000).
Table 1
Participants ’ name, gender, age, length in service and average attendance
Name Gender Age Length in service Average
attendance
Peter M 57 Three years Every week
Fiona F 45 Two years Every week
Gerald M 67 Seven years Every week
Paul M 51 All his life Every week
Richard M 45 Eight years Every week
Jane F 54 40 years Most weeks
Laura F 53 15 years Twice a month
Kate F 27 One year Every week
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Procedure
A semi structured focus group guide was devised in collaboration with both the 
service lead and my field supervisor (Appendix B). The interview schedule 
addressed five key areas; 1. group processes; 2. group skills; 3. group 
dynamics; 4. group literature and 5. potential improvements of the group.
All fourteen service users of the hearing voices service were invited by letter 
detailing the study (Appendix C). Ten service users confirmed their 
willingness to take part in the study by informing the service lead. They were 
sent a another letter detailing the date, time and location of the focus group 
(Appendix D) and an informed consent form to sign and bring with them to the 
focus group (Appendix E). Five service users informed the service lead that 
they would be unable to attend the date stipulated in the letter. Subsequently, a 
second focus group was organised. Those service users who could not attend 
the original focus group were sent another letter inviting them to the second 
focus group (this was organised for three weeks later). Only three of the five 
service users who agreed to take part in the study attended the second focus 
group. Both focus groups were arranged to follow directly after a hearing 
voices group at the same location (a Community Mental Health Team 
(CMHT)). The first focus group lasted one hour and twenty minutes and the 
second focus group thirty minutes. The audio tapes were transcribed and 
anonymised using pseudonyms. See Appendix F for a section of the transcript.
Ethics
University and NHS ethics were not required. The Research and Development 
Team within the NHS Trust were presented with an outline of the research 
project and approval was granted (Appendix G). In terms of participant safety, 
participants were informed that if they became distressed about anything 
discussed in the focus group they could contact the service lead. To ensure
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service user confidentiality, all the transcripts were anonymised and the audio 
tapes were kept in a locked cabinet. The audio tapes will be destroyed after six 
months.
ANALYSIS
Braun & Clarke’s (2006) six progressive stages of data analysis were used 
(Appendix H). The data was transcribed and coded inductively. From the 
initial codes, themes and subordinate themes which emerged from the data were 
identified on a semantic/explicit level. Four super-ordinate themes and three 
subordinate themes emerged from the data. A Trainee Clinical Psychologist 
from the University of Surrey PsychD in Clinical Psychology course reviewed 
the transcripts to provide external validation. The data was reviewed again and 
the themes adjusted accordingly.
RESULTS
1. Importance of shared experiences 
Being part o f  a group
All the participants mentioned how vital they felt being part of a group in which 
they could share their experiences was. Their experiences of the group itself 
and what they gained from it were quite varied, but their experiences were all 
positive. What stood out from the data in regard to this subordinate theme was 
that participants felt a sense of camaraderie of being in the group and a relief in 
knowing they were not alone in hearing voices;
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Tn my darkest times when I think about the group it always gives me strength 
to think I’m not on my own and there are other people in similar circumstances’ 
(Peter, line 12).
All the participants talked about the value of meeting others with similar 
experiences. Three of the participants felt that family and friends and other 
people who do not hear voices, although perhaps supportive, do not genuinely 
understand the difficulties they face. There was a sense that just being able to 
communicate openly is therapeutic;
‘A trouble shared is a trouble halved and it’s good to unburden oneself 
(Gerald, line 35).
For one participant, the group is the only opportunity to talk about her 
experiences;
T don’t talk to anyone else about it at all. I build it all up inside and 1 find 
coming here...helps me to explain myself (Jane, line 805).
Two of the participants mentioned that the group is the only structured activity 
in their week and is ‘a reason to get out of bed’ (Richard, line 68). The longer 
standing members of the group talked about valuing how respectful and 
friendly the group was;
T’ve had real encouragement and things have changed quite a lot over time. A 
lot o f it has come down to having the unconditional love and the no 
criticism...from all the rest of the group and the person leading the group’ 
(Peter, line 7)
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Being able to help yourself and others
Nearly all of the participants talked about the importance of sharing experiences 
in terms of helping others in the group by offering advice and also get a 
different perspective on their own difficulties;
Tf something’s happened during the week which hasn’t been able to be 
resolved, I can present it to the group and get other people’s opinions and ideas 
and suggestions’ (Peter, line 98)
Two of the participants mentioned that the new members of the group seemed 
to present with more difficulties, and they felt that the older members of the 
groups can be instrumental in reducing anxieties through sharing their 
experiences;
T think the new people have a lot more problems than we have. They have 
support [through the group] and it helps with anxiety and how to go about 
things’ (Fiona, line 139)
2. Developing coping skills
One of the key aspects of the group that participants found most valuable was 
learning and developing coping strategies, irrespective of whether they were 
newer or more established members of the group. Paul (who has been going to 
the group for three years) feels the group has been invaluable;
‘It’s like a life line coming here and seeing other people talking, getting a few 
ideas on how to cope’ (Paul, line 29)
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Laura (who has been going to the group for a year every other week) shares 
similar sentiments;
‘It’s nice to hear how others are getting on and progressing’ (Laura, line 84).
The types of coping skills that participants felt they had learned was quite 
varied. A few of the participants felt that they had gained problem solving 
skills;
‘I think it encourages you to look at problems in a different way. I find that I 
can deal with things to a much better standard than I used to be able to’ 
(Richard, line 435).
The majority of the participants found mindfulness to have been the most useful 
coping skill. Their most cited reason for mindfulness being a particularly 
useful skill is that the focus shifts from the content of their voices to 
concentrating on the service lead’s voice.
‘Mindfulness...relaxes me when I listen to it. Its good having mindfulness, 
listening and relaxing and feeling the tension go away’ (Paul, line 456).
Another important coping skill was using relaxation. Two of the participants 
talked about using relaxation outside of the group environment and how helpful 
they found it;
‘Relaxation helps me on so many different levels-physically, mentally, 
spiritually’ (Peter, line 338).
One of the participants found neither relaxation nor meditation helpful. They 
found it difficult to concentrate because of outside noise and hard to relax; ‘I 
seem to live my life in a state of stressfulness’ (Richard, line 350). What this
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participant found more helpful was being distracted by doing lots of different 
activities.
Three participants mentioned learning how to distract oneself through everyday 
tasks and other activities is a useful coping skill. Two of these participants 
were quite new to the group;
‘When the voices are coming at you, I used to want to sit down but now I 
concentrate on tidying my flat or doing the washing up...It takes.my head but it 
doesn’t take my hands’ (Kate, line 863). *
Applying and maintaining coping skills
Two of the participants said that applying the coping skills depended on the 
voices. If the voices they were hearing were frequent or distressing, then 
implementing the skills they had learnt in the group was more challenging. 
One participant offered an analogy;
‘It’s like mending a car. If the engine’s not running properly, you mend it with 
difficulty’ (Gerald, line 527).
Two of the newer members of the group felt that although applying the skills 
they had learnt outside the group was hard, they felt motivated to persevere.
Three of the more long standing members of the group felt that continued group 
attendance and openly discussing their experiences was important in 
maintaining the skills learnt in the group.
3. Pivotal role of the hearing voices service lead
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This was particularly evident from the more long standing members of the 
group;
‘Sarah always has lots of ideas on what to do and how to cope and the reasons 
for things...Sarah seems to know where I’m coming from and I get moral 
support too from coming here’ (Gerald, line 39).
It was Sarah’s experience and helpful advice alongside the group itself that 
most participants cited as being fundamental to coping with the voices;
‘Without her I think people would find it difficult to cope. She makes a lot of 
difference and the group as a whole makes a lot of difference’ (Richard, line 
65).
In the light o f the restructuring of the NHS, this would ensure group continuity.
4. Improvements
One of the participants mentioned that one way to improve the group would be 
to reinstate socialising as a group, as this would allow the members to be 
involved in something ‘that isn’t specifically focusing on our illness’ (Peter, 
line 778).
One of the participants was enthusiastic about the idea that had been proposed 
from Sarah that members of the group take turns in leading the group. 
Participants mentioned various other improvements, for example, increasing the 
frequency of the newsletter, more collaboration between groups in the HVN, 
greater access to materials from the HVN, more professionals visiting to 
present their theories about hearing voices. Interestingly, the newer group 
members had no suggestions for improving the group.
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DISCUSSSION
The aim of the study was to gather service-user led feedback to ascertain if the 
service was meeting its objectives, ascertain what was helpful and unhelpful 
about the service and identify what, if  any, improvements to the service could 
be made. One of the most striking outcomes of the research was how beneficial 
the participants found the hearing voices service. One of the most helpful 
aspects of the group was the non-judgmental and uncritical stance adopted by 
other group members and the service lead alongside learning coping skills from 
others. This reflects the objectives of the service which include sharing 
experiences of coping, encouraging mutual support and adopting a non- 
judgmental stance (Appendix A). This also reflects the findings of Lee et al. 
(2006) that friendliness, tolerance and learning coping skills were the most 
beneficial aspects of a HVG. The newer group members found applying and 
maintaining the skills learnt in the group difficult. The longer standing group 
members recognised that applying and maintaining these skills depended on 
how active and distressing the voices were. Continued group attendance and 
sharing of experiences were cited as the most helpful way the skills learnt in the 
group could be maintained. This reflects the service objective of viewing the 
group as a vehicle to encourage motivation and to practice techniques.
In terms of improvements to the service, all the participants mentioned how 
helpful they found mindfulness as a structured topic. There was an overarching 
sense that a greater connection between other HVGs (including better access to 
HVN literature) and mental health professionals would be helpful. This could 
be beneficial in terms of providing service users with various explanations of 
hearing voices, which is one of its objectives. In terms of service users leading 
the service, this would ensure continuity of the group in light of the 
restructuring of the NHS.
Recommendations for the service are outlined in Appendix I. Plans have been 
made to feedback the results and the recommendations to the hearing voices 
service on the 28^ July 2011. All participants have been invited by letter to the 
feedback group
Limitations
One of the limitations of the study is that only eight out of a possible fourteen 
group members took part in the focus groups so one cannot generalize the 
findings of this study to represent all the members of the hearing voices service. 
The individuals that did not take part were all members that did not attend 
regularly. It would have been useful to evaluate the factors that influenced this 
decision (e.g. physical/mental health, not needing the service or the service not 
meeting their needs). Future research could include a more direct comparison 
between the narratives of new and longer standing group members. Another 
limitation was that the service lead was present during both focus groups. This 
was at the request of the participants. It is possible that this could have unduly 
influenced the participants to frame their experiences of the group in a more 
positive light. Future research could address this by not having the service lead 
present.
There is the issue of anonymity within focus groups. With other participants 
present, there is no guarantee of confidentiality. This was addressed by 
highlighting the importance of keeping the material raised in the focus group 
confidential. Furthermore, in focus groups there is the possibility that quieter 
members of the group would not contribute as much as they might in a one-to- 
one interview. Although there were more vocal members of the group, there 
did seem to be a ‘cascading’ effect (Lindlof & Taylor, 2002) whereby listening 
to the experiences of the other service users stimulated quieter group members 
to share their experie
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Appendix A : Objectives o f  the group
COPING WITH VOICES SUPPORT GROUP
Aims of the group
• To provide various explanations for the 
experience of hearing voices and hallucinations 
of all natures in order to empuwer voice hearers 
resulting in the ability to live with the 
experiences in a positive way.
• To find ways of coping With hallucinatory 
experiences other than by the sole use of 
medication.
When discussing experiences to respect and 
accept individual explanations and experiences 
in a non judgemental way.
To share knowledge gained from past 
experiences of coping.
To view the group as a vehicle to encourage 
motivation and to practice techniques
To encourage mutual support
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Appendix B: Focus group guide
Thank you for agreeing to take part in this study. The questions will be around 
what you find helpful and unhelpful about the service. You can withdraw from 
the focus group or study at any time and you do not have to provide an 
explanation. The transcripts generated from the focus group will be 
anonymised and your name will not appear at any point on the report given to 
the university. The report will be seen by my university supervisors and my 
field supervisor. I will be providing a summary of the findings and the 
recommendations to the service in approximately three months’ time. Again, 
no identifiable information will be included. Do you have any questions before 
we begin?
Group process
1. How does it feel to be part of the hearing voices group?
2. I’m going to mention core elements to the group. It would be useful if 
you could say if you found these helpful or unhelpful and why;
a) sharing how the week has been
b) having a structured topic to discuss
c) having a spontaneous discussion about issues bought up in the session
d) relaxation
Group skills
3. What skills have you learnt in the group?
4. Were any skills more helpful than others? Why?
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Prompt; mindfulness, distraction, coping with voices (challenging, interacting)
5. When you are outside the group, how easy/hard is it to apply the skills 
you have learnt in the group?
6. What else would be helpful, if anything, to maintain the skills learnt in 
the group?
Group dynamics
7. What are the advantages and disadvantages about being in a group?
8. How do you feel about it being an ongoing group?
Prompt; is there a pressure to keep attending or helpful because you can attend 
when you need to?
Group literature
9. How useful are the handouts you receive during each group?
10. How useful is the ‘tips for helping others’ handout?
11. How useful is the newsletter?
12. Do you have any suggestions for improving any of the group literature? 
Improving the group
13. Do you have any suggestions for improving the group?
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Appendix C: Invitation letter 
Dear hearing voices group service user
My name is and I am a trainee clinical psychologist at the University of
Surrey. As part of my course I decided to evaluate the hearing voices group that 
you have been a part of. The reason for this is that your therapists, as well as the 
Trust, want to make the service the best it can be so that future hearing voices 
service-users can benefit.
The reason I am writing this letter is to ask whether you would agree to take 
part in a focus group. The questions will be around what aspects of the service 
you find helpful or unhelpful and why. It should last no longer than an hour 
and will take place at the location where the hearing voices group is held.
Please feel free to contact me at YYYY CMHT on the above number should 
you have any queries. I do hope that we have an opportunity to meet soon to 
discuss the hearing voices service.
Sincerely
Trainee Clinical Psychologist Clinical Psychologist
96
Appendix D: Dated letter
Dear hearing voices group service user,
Thank you for agreeing to take part in the focus group. The focus group will 
take place on Thursday 28**" April 2011 at 11:45 to 12:45 This
is the same location as the hearing voices group is held and the focus group will 
run after your group.
Please feel free to contact me if you have any questions or you are unable to 
make this date.
Sincerely
Trainee Clinical Psychologist
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Appendix E: Informed consent
I__________________________________________ hereby agree to take part in
the interview conducted by____________ , trainee clinical psychologist at the
University of Surrey. I understand that the purpose of the focus group is to get 
my perspective on being part of the hearing voices service. I have been 
informed that I can withdraw at any time from the study without giving a 
reason.
I also understand that my data will be anonymous and that my name will not 
appear on the report. The focus group will be taped and transcribed and my 
name will not appear on the recording. In the report, you will give me a 
pseudonym (a made-up name).
I understand that my data will remain confidential. This means that it will not 
be shared with anyone outside of the focus group, those learning from the 
report at the university, or those involved in reading and marking the university 
submission.
Signed
Date
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Appendix F: Section o f  the transcript
Line Transcript Initial coding
01 Int: How does it feel for you to be part of the
02 hearing voices group?
03 Peter: Good good. Before I came to the voices
04 group I spent a lot of time trying other things and
05 found that they weren’t suitable or that they didn’t
06 apply to my particular circumstances. Since I’ve
07 been to the voices group, I’ve had real
08 encouragement and things have changes quite a
09 lot over the time. A lot of it is probably down to Encouragement
10 having the unconditional love and the no criticism Positive change
11 and all the rest of it from all the rest of the group over time
12 and the person leading the group. In my darkest Unconditional love
13 times when I think about the group it always gives from group
14 my strength to think I’m not on my own and there
15 are other people in similar circumstance and that’s
16 it’s a shared thing that I can learn from other
17 people in the group when they talk about their
18 own experiences and how they’ve dealt with it Draw strength from
19 and overcome things. Um and similarly I feel that group
20 I can contribute something that I’m not just here
21 to take from the process so it’s like I put
22 something positive in and sometimes maybe
23 something that I’ve said may effect someone else Shared experiences
24 in a positive way.
25 Paul: I’ve been very together since coming to the
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26 group. Before I was self-harming a lot. Since
27 I’ve come here it’s helped me in hearing other
28 people and knowing it’s not just me hearing
29 voices. It has helped yeah. It’s like a life line
30 coming here and seeing other people talking, Personal
31 getting a few ideas on how to cope. It’s been Ok, contribution
32 great yeah. You get a few ideas from other Positive effect on
33 people and I do take them up when I get home others
34 and I’ve been OK.
35 Gerald: I think it’s great coming here. A trouble
36 shared is a trouble halved and it’s good to Reduced self
37 unburden oneself. I just heard a noise {referring harming
38 to his voices). And Sarah is always full of ideas. I
39 suffer from poverty of ideas. Sarah always has
40 lots of ideas on what to do and how to cope and I’m not alone
41 the reasons for things. Sarah’s always taught me A life line
42 there is a reason for things. I’ve just heard a loud
43 noise {referring to his voices). She’s always full
44 o f ideas and seems to know where I’m coming Ideas for coping
45 from and I get moral support too from coming
46 here. That’s why I come here.
47 Fiona: If you’re among other people you can sort
48 of measure your progress a little bit better.
49 Because when you’re at home...there are looking
50 at whether you take your medication. But if
51 you’re on your own you can’t actually measure
52 for quite a long time..until you make a major Unburdening
53 progress but the little ones you can only really
54 detect if you’re among others and see how far
55 they are or how ill they are so that you can get a Ideas for coping
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56 picture of yourself which is actually quite
57 important. Because you can’t really plan the Support from
58 future if you don’t really know what state you are service lead
59 so I think it does help you know to see maybe you
60 are a little bit better or a little bit worse off than
61 someone.
62 Richard: Yeah it’s a really good group. I’ve
63 been coming for a long time. Everybody’s very
64 nice to each other, very respectful. Sarah’s Feeling understood
65 always there to help people. Without her I think Moral support
66 people would find it very difficult to cope. She
67 makes a lot of difference and the group as a whole
68 makes a lot of difference. If nothing else it gives
69 you reason to get out of bed on a Thursday and I
70 think that’s um something that everybody needs a Barometer for
71 reason to get out of bed and do stuff and keep progress
72 yourself occupied. That’s what’s important to me
73 I don’t know about anybody else but it helps me.
74
75 INT: Ok, so I’m going to mention some core
76 elements of the group. It would be useful if
77 you could say if you found these helpful or
78 unhelpful and why. The first one is sharing
79 how the week has been.
80 Gerald: Extremely helpful. Why? Talking to
81 Sarah is like talking to the Oracle you know
82 (everybody laughs). She’s someone in authority
83 who knows what they’re talking about.
84 Consulting her is a great help. Coming here and
85 telling people about my week, as I said it’s good
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86 to unburden oneself. And Sarah’s in this position
87 she’s sitting on a throne or something and I go up Develop insight
88 to her kneel down and say ‘what can I do about
89 this?’ (laughter). Seriously it’s like that.
90 Paul: I find it helpful and it does help coming to
91 the group cos my family and friends have noticed
92 that I’m different when I’ve been to the group,
93 that I seem to be more together and I’m able to Respectful group
94 ignore or control the voices. It has been helpful.
95 yeah. Coming here explaining about the last Support from
96 week. Listening to other people explaining and service lead
97 listening to how they cope with it and trying it out
98 it’s very helpful yeah.
99 Peter: I find it quite useful. If something’s Big difference
100 happened during the week which hasn’t been able
101 to be resolved. I can present it to the group and Reason to get out of
102 get other people’s opinions and ideas and bed
103 suggestions. That’s always useful. But there are
104 times where I find going through the ritual of
105 asking ‘how was your week’ everybody sort of
106 settles back into their comfort zone and it can take
107 the whole of the time to go round everybody.
108 Whereas there are times when I feel it would be
109 nice to be getting on with some of the other things
110 like the mindfiilness which breaks that habitual
111 trotting out the same thing week after week which
112 can happen in the group if people are., well it just
113 can happen and..i think it’s good to have both.
114 It’s good to have that but in proportion to the
115 other things that we’re working on. We do tend
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116 to hear the same, similar things from each other
117 regularly. So we do know more or less what each Support from
118 other, .what everyone else is going through. You service lead
119 do notice if there’s a change though as well.
120 That’s the thing that stands out really. If
121 somebody has a break through, it’s immediately
122 obvious that somebody has been doing some
123 work. Beavering away on their own. Other times Sharing experiences
124 there are times when people are just not able to
125 contribute much and then another time they may Unburdening
126 have a lot to give so..whether it’s good to have it
127 every week Tm not sure. It’s definitely part of the
128 structure.
129 Fiona: I mean it’s really down to find out you
130 know maybe if someone has a problem coming
131 up. It’s not really down to go over the same thing
132 but to come forward with something that is either Helpful
133 very irritable or very distressing and you need to
134 announce it which you can’t get otherwise. Other people
135 What’s happened recently is that people who noticed a difference
136 come to the group are actually a lot better than More together
137 some others like the ones who are young and have Able to ignore or
138 a lot of problems and I think there’s quite a big control the voices
139 gap between people. I think the new people have a
140 lot more problems than we have. They have
141 support and it helps with anxiety and how to go
142 about things. Mistakes sometimes come up just
143 with being on a new prescription and that changes Learning coping
144 everything. strategies
145 Richard: 1 think it’s a really good thing. It’s
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146 good that we can sit here and say how our week’s
147 been. For me it’s one of the most important parts
148 of the group. We always get a good response
149 from Sarah and a good response from other Get other people’s
150 people. perspectives
151 Gerald: another thing I’d like to say. Since I’ve Method of problem
152 been coming here and talking about my problems solving
153 and my symptoms I’ve realised that it doesn’t feel
154 quite so bad after all, the things that I go through.
155 Because I come here, things aren’t quite so bad. Sharing how week
156 Which is one of the most important things of all. has been can be 
time consuming
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Appendix G: R & D 
approval
19"^  April 2011
Dear
Re: Service users' perspectives of a hearing voices group: a service evaluation.
Ref:S
Thank you for submitting the relevant documentation for the above service evaluation 
project. We will keep a copy of your project proposal on file. The Trust grants permission for 
you to undertake this service evaluation as proposed.
It is your responsibility to comply with the Trust monitoring arrangements and as such you 
are required to submit a copy of the final report for this study in due course.
Ali parties to famiiiarise themseives and compiy with Trust R&D policies and procedures, 
availabie on the Trust website:
I wish you well with your project.
R&D Facilitator I 
On behalf of the R&D Team
Service Evaluation Project Tem plate letter April 2011 Page 1 of 1
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Appendix H: Braun and Clarke’s (2006) six stages o f  data analysis
1. Familiarisation with data
2. Initial Codes
3. Searching for themes
4. Reviewing themes
5. Defining and naming themes
6. Report writing
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Appendix I: Executive summary report 
Executive summary report
Objective: Increasingly, the government recognises the importance of service 
user involvement in assessing standards of care to improve service quality, 
make for more appropriate services and increase service satisfaction 
(Department of Health, 1999a; 1999b; 2001). The service has not been 
evaluated since it was set up and the service lead wanted service-user led 
feedback to ascertain if the service was meeting its objectives. Therefore, it 
was deemed important to evaluate how helpfiil or unhelpful service users found 
different aspects of the hearing voices service and decide if any improvements 
could be made.
Method: All fourteen service users of the hearing voices service were invited to 
take part in a focus group. The eight service users who agreed to take part in 
the study gave full informed consent. The focus group interviews were audio 
taped, anonymised and then analysed using qualitative methodology.
Results: Four core themes emerged from the data:
1. Importance of shared experiences.
All the service users mentioned how vital they felt being part of a group in 
which they could share their experiences was. Their experiences of the group 
itself and what they gained from it were quite varied, but their experiences were 
all positive. What stood out from the data in regard to this theme was that 
service users felt a sense of camaraderie of being in the group and a relief in 
knowing they were not alone in hearing voices.
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All the service users talked about the value of meeting others with similar 
experiences. Some of the service users felt that family and friends and other 
people who do not hear voices, although perhaps supportive, do not genuinely 
understand the difficulties they face. There was a sense that just being able to 
communicate openly is therapeutic.
Service users talked about the importance of sharing experiences in terms of 
helping others in the group by offering advice and also get a different 
perspective on their own difficulties. Furthermore, the older members of the 
groups can be instrumental in reducing anxieties through sharing their 
experiences.
2. Developing coping skills
One of the key aspects of the group that service users found most valuable was 
learning and developing coping strategies, irrespective of whether they were 
newer or more established members of the group.
The types of coping skills that service users felt they had learned was quite 
varied. The majority of the service users found mindfulness to have been the 
most useful coping skill. There most cited reason for mindfiilness being a 
particularly useful skill is that the focus shifts from the content of their voices 
to concentrating on the service lead’s voice. Some service users mentioned 
learning how to distract oneself through everyday tasks and other activities is a 
useful coping skill. Another important coping skill was using relaxation. 
Service users talked about using relaxation outside of the group environment 
and how helpful they found it.
3. Pivotal role of the hearing voices service lead
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This was particularly evident from the more long standing members of the 
group. It was Sarah’s experience and helpful advice alongside the group itself 
that most participants cited as being fundamental to coping with the voices.
4. Improvements
Service users mentioned various improvements, for example, increasing the 
frequency of the newsletter, more collaboration between groups in the HVN, 
greater access to materials from the HVN, more professionals visiting to 
present their theories about hearing voices and reinstating socialising as a 
group.
Conclusions
The hearing voices service seems to be meeting all of its objectives. One of the 
most striking outcomes of the research was how beneficial the participants 
found the hearing voices service. One of the most helpful aspects of the group 
was the non-judgmental and uncritical stance adopted by other group members 
and the service lead alongside learning coping skills from others. Several 
improvements were suggested which are outlined below.
Recommendations to the service
1. Integrate a ten minute mindfulness meditation practice into every 
hearing voices group. Explore if this would better at the beginning 
or the end of every group.
2. Decide as a group which mental health professionals would be 
beneficial to visit the group and what they could offer the group. 
The hearing voices service lead could think about how to access 
these professionals (e.g. through the CMHT within which the 
hearing voices group is part of?).
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3. Decide as a group how regular the newsletter should be.
4. Continue to have the spontaneous discussion and structured topics 
as the core elements of the hearing voices group.
5. In terms of structured topics, create a system whereby group 
members decide what topics they would like to include in the group 
and which topics they would like to revisit. Perhaps a majority 
voting system?
6. Explore ways to improve access to Hearing Voices Network 
literature. Contact the Hearing Voices Network and ascertain if 
there is any way of accessing the literature other than the internet 
i.e. posting new literature to the service lead who can then copy and 
distribute to the rest of the group.
7. Establish a list of hearing voices group members who would be 
interested in running the group and think about a timeline in terms 
of getting this up and running.
8. Brainstorm ideas for socialising outside the group.
9. Contact the Hearing Voices Network to find out whether they have a 
system for collaborating between hearing voices groups. If not, get 
contact details of different groups and contact them to see if it 
would be possible to organise visits to other groups.
10. The hearing voices service lead to provide more recommended 
reading around the areas that group members express an interest in.
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ABSTRACT
Introduction: Previous research shows that men are less likely than women to 
access psychological services, even when they experience the same level of 
psychological or emotional distress. Therefore it is important to explore barriers 
to men’s access to help and support. Previous research suggests that lower 
socioeconomic status negatively impacts the physical and psychological health 
of men. However, there is little research on how socioeconomic status affects 
mens’ intentions to seek help when experiencing psychological distress. 
Previous research suggests that the more men conform to traditional masculine 
norms, the greater gender role conflict they experience and the less likely they 
are to seek help when experiencing psychological distress. This study therefore 
examines whether gender role conflict and conformity to masculine norms 
mediate any relationship between socioeconomic status and mens’ intentions 
towards seeking psychological help. Method: One hundred and seventy five 
men aged between 18-66 took part in an online survey. Occupation was used as 
the primary indicator of socioeconomic status and data on intentions to seek 
help was collected separately for formal and informal sources of help. General 
linear models were fitted to examine whether intentions to seek help varied by 
indicators of socioeconomic status adjusting for potential confounders. 
Mediation using bootstrapping was used to examine whether conformity to 
masculine norms and gender role conflict mediated any relationship. Results: 
Intentions to seek informal help were found to be negatively associated with 
socioeconomic status but the picture for formal help seeking was more complex 
with unemployed men reporting the highest levels of intentions to seek help. 
The subscales of the measure of conformity to masculine norms indicating 
emotional control and self-reliance and the measure of gender role conflict 
indicating restrictive emotionality individually mediated the negative 
relationship between socioeconomic status and intentions to seek informal help. 
Conclusions: These findings suggest the need to pay further clinical and
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theoretical attention to socioeconomic status, and particular aspects of gender 
role conflict (restrictive emotionality) and conformity to masculine norms 
(emotional control and self-reliance) and how they impact on help seeking 
behaviour in order to encourage men to access both informal and formal 
sources of support when they experience psychological distress.
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INTRODUCTION
Research has demonstrated that men are less likely than women to access 
psychological services, even when they experience the same level of 
psychological or emotional distress (Kessler, Brown & Broman, 1981; Deane & 
Todd, 1996). This is problematic because men are, on average, three times more 
likely to commit suicide than women (University of Oxford Centre for Suicide 
Research, 2011). They are also three times more likely than women to become 
alcohol dependent (Department of Health, 2005) and twice as likely as women 
to use Class A drugs (The Information Centre for Health and Social Care,
2005). These figures suggest that men are more likely to try and manage their 
psychological distress through externalising behaviours rather than seeking 
psychological help or support. There is therefore a clear need to explore what 
drives these behavioural responses to stress and to find ways to help men seek 
support when experiencing psychological distress.
Socioeconomic status has been shown to be associated with a plethora of 
negative health outcomes. The research linking SES to health outcomes is so 
vast that tackling socioeconomic inequalities in health is a stated policy goal, 
both in the UK and internationally (Department Of Health, 2009). This study 
therefore aims to explore the relationship between mens’ socioeconomic status 
(SES) and help seeking for psychological distress. This introduction therefore 
starts by outlining what is meant by the term “socioeconomic status” and how it 
tends to be operationalised in research studies. Theoretical ideas and existing 
data on the relationship between SES and men’s help seeking for psychological 
distress are then presented. Previous research suggests that higher conformity to 
masculine norms and higher levels of gender role conflict are associated with 
lower levels of SES and lower levels of help seeking when experiencing 
psychological distress. The next section therefore reviews the theoretical 
arguments and the empirical evidence for this, after defining the concepts of
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conformity to masculine norms and gender role conflict and how they are 
measured. The paucity of empirical data on the relationship between men’s SES 
and their help seeking for psychological distress along with a lack of data on 
potential mediators of such a relationship lead to the final section of the 
introduction where the objectives and hypotheses for this study are set out.
The concept and measurement of socioeconomic status
Oakes & Rossi (2003) report that there has been a steady increase in published 
articles measuring SES, but consistently little research on operationalising 
definitions of SES or evaluating the reliability and validity of existing 
measures. They conclude that this relates to the difficulties with conceptual 
clarity and state that 'once asked, it does not take long to be overwhelmed by 
obstacles and conceptual cloudiness in the desiderata' {OokQS & Rossi, 2003; 
pg. 773). Oakes (2011) concludes that SES is a complicated construct which is 
measured differently in different studies. For example, terms such as social 
class, SES, social status and social stratification are often used interchangeably 
in mainstream research, whereas within the discipline of sociology these terms 
as seen as conceptually very different with different theoretical formulations 
(Liberatos, Link & Kelsey, 1988). Oakes (2011) argues that social class tends to 
convey the idea o f a position in a hierarchy which is rigid and insurmountable 
and is more reflective of the social standing of one’s birth parents. He argues 
that SES on the other hand draws on a wider spectrum to include income, 
education and wealth and is a construct which 'summarises a person's or 
group's access to culturally relevant resources useful fo r  succeeding in, i f  not 
moving up, the social hierarchy' (Oakes, 2011; pg. 6). Another complicating 
conceptual issue is the fact that SES may change over the life course, so taking 
a ‘snapshot’ of SES at one point in time has its own implications (Oakes, 2011). 
Subsequently, defining what one is trying to capture when measuring SES is 
challenging.
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When considering the different facets to include when measuring SES, Oakes
(2011) argues that 'in the modern era, wealth, income, educational attainment 
and occupational prestige have been defensible indicators o f SES' (Oakes,
2011; pg. 4). In terms o f ‘capturing’ an individual’s SES, Graham (2004) 
argues that occupational status is important because it reflects power, status, 
income and educational requirements associated with various occupations. 
Occupational status, along with measures of ownership, reflects an individual’s 
wealth and access to resources, such as choice of community setting and social 
networks and the funds to access healthy food and a safe living environment. 
Oakes & Rossi (2003) argue that educational attainment is an excellent proxy 
measure o f SES because educational attainment is relatively constant after the 
age of 25. Graham (2004) also argues that housing tenure and car ownership 
provide additional measures of SES as likely indicators of wealth. Therefore for 
the research described in this thesis a variety of such indicators of SES were 
measured but the primary indicator is occupational status.
Rationale for exploring the association between socioeconomic status and 
mens^ intentions to seek help i f  experiencing psychological distress
There is a plethora of research which explores the relationship between SES 
and physical and psychological health issues of men. It has been found that men 
of lower SES are more likely to use alcohol (Jones-Webb, Hsiao & Hannon, 
1995), experience work related stress and conflict (Matthews et al. 2000), have 
a higher frequency of depression, anxiety and aggression (Black & 
Krishnakumar, 1998), have poor social support (Matthews, Sansfeld & Power, 
1999) and experience more psychiatric disorders (Timms, 1998).
As mentioned above, research has demonstrated that men are less likely than 
women to access psychological services, even when they experience the same 
level of psychological or emotional distress (Kessler, Brown & Broman, 1981; 
Deane & Todd, 1996). This is problematic because men are, on average, three 
times more likely to commit suicide than women (Oxford Centre for Suicide
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Research, 2011). Recent studies from the Office of National Statistics (ONS; 
2012) found that suicide rates used to be highest among young men aged 
between 15 and 44. However, since 2007, suicide rates for men aged between 
45 and 74 have been increasing and in 2010 they experienced the highest rate 
on record (17.7 per 100,000 compared with 16.7 per 100, 000 of men aged 
between 15-44). From a historical perspective, there is evidence of an 
established link between economic recession and a heightened risk of male 
suicide (Noy, 2009). Barr, Taylor-Robinson, Scott-Samuel, McKee & Stuckler
(2012) carried out a time trend analysis on suicides associated with the 2008- 
2010 economic recession in England and found that between 2000 and 2010 
each annual 10 percent increase in the number of unemployed people was 
associated with a 1.4 percent increase in the number of male suicides. Although 
the authors note caution about making a strictly causal link, they do point to 
data which showed a small reduction in the number of male suicides in a brief 
period in 2010 when male employment recovered slightly.
Kreitman, Carstairs & Duffy (1991) used a cross sectional analysis of the UK 
Registrar’s data in 1981 (data which captured occupational status) to look at the 
relationship between age, gender and occupation and rates of suicide. They 
found that men in their mid-years in the ‘lowest’ occupational categories (i.e. 
‘unskilled’ occupations) were at the highest risk of committing suicide. Lewis 
and Sloggett (1998) looked at the relationship between SES and suicide. A 
strength of this study compared to previous studies is that they considered 
several variables that relate to SES including educational attainment, housing 
tenure and car ownership. They found a significant relationship between 
unemployment and an increased risk of suicide and those without access to a 
car and those who rented also had an increased risk of suicide. However, they 
found no relationship between educational attainment and suicide. The authors 
of this study highlight that psychiatric disorders may have confounded the 
relationship between unemployment and suicide, however they were unable to 
adjust for this possibility in their analysis. They point to previous studies (e.g.
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Banks & Jackson, 1985) which found that unemployment increases the risk of 
developing psychiatric disorders (such as anxiety and depression) and re­
employment decreases those risks. They conclude that ‘psychiatric disorders 
could therefore be considered as lying on the casual pathway between 
unemployment and suicide ’ (Lewis & Slogget, 1998; pg 4).
Whereas previous studies had focused on data from individual countries,
Lorant, Kunst, Huisman, Costa & Mackenbach (2005) measured socioeconomic 
inequalities in suicide across ten European countries. In contrast to the Lewis 
and Sloggett (1998) study they only used educational attainment and housing 
tenure as measures of SES. In eight of the ten European countries, a low level 
of educational attainment was a risk factor for suicide. However, the pattern and 
magnitude of these socioeconomic inequalities varied between countries. 
England and Wales evidenced a stronger inequality than the other European 
countries with men with the lowest level of education and who were tenants 
being over two times more at risk of suicide than those with the highest level of 
education and who were home owners. There was a similar pattern in both 
Belgium and Finland, where the risk of suicide also decreased lineary with 
SES. However, a less regular trend was observed in Norway and Denmark. 
However, Lorant et al. (2005) highlight limitations in their study. Firstly, they 
encountered difficulties attempting to compare levels of education across 
countries which had differing educational systems, although they did use an 
internationally comparable educational categorical system in an attempt to 
address this difficulty. They also point out the possibility of misclassification of 
suicides because the countries involved in the study have different coding 
procedures.
In 2012, the mental health charity the Samaritans commissioned a research 
report called 'men, suicide and society' to try and gain a deeper understanding 
of the reasons why men of lower SES are at a greater risk of suicide. They 
highlight that there is a debate surrounding how SES impacts on increased risk
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of suicide, but summarise some of the main reasons as such: ‘accumulated 
lifetime adverse experiences (e.g., health, employment, living conditions); 
powerlessness, stigma and disrespect; experiencing other features o f  social 
exclusion (e.g., poverty, poor educational attainment); living in 
socioeconomically deprived areas; poor mental health; and unhealthy 
lifestyles’ (SdæcidLnieeas, 2012; pg. 18).
According to the Mental Health Foundation (“suicide,” 2012), approximately 
90% of suicide victims have a diagnosable psychiatric disorder at the time of 
their death. Despite this, three-quarters of all men who commit suicide are not 
in contact with Mental Health Services, suggesting that the majority of men are 
not accessing formal support when they are experiencing high levels of 
psychological distress.
Taking all this into consideration, continuing to develop understanding into 
what factors prevent men seeking support is particularly pertinent in the current 
economic and political climate. Vogel, Heimerdinger-Edwards, Hammer & 
Hubbard (2011) argue that the reasons that some men who experience high 
levels of emotional distress do not access psychological services needs to be 
explored in order to develop targeted interventions that will encourage men’s 
help seeking behaviour. This is especially important when one considers the 
government’s agenda to improve mental health and well-being by improving 
access to psychological therapies and identifying barriers to help seeking 
behaviour.
Conformity to masculine norms
Social scientific literature and research tends to agree that 'masculinity' is a 
social construct, in as much that being 'masculine' or 'feminine' is not a result of 
fundamental biological differences between men and women, but is more of a 
reflection of the way in which society organises itself around a view that men 
and women have different roles, different personality characteristics and
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different occupations (Chandler, 2012). Although it recognised that there are 
potentially many different masculine ideologies, Pleck (1995) hypothesised that 
in the Western world there exists a common set of expectations and standards in 
regard to the traditional male role e.g. men should avoid feminine things and 
men should be successful and continually achieve (David & Brannon, 1976). 
Newburger (1999) points out that from an early age, boys are exposed to certain 
messages about how they should behave, for example ‘big boys don’t cry’. 
Vogel et al. (2011) point out that boys may be teased for showing ‘weak’ 
behaviour by crying, and therefore internalise the belief that to display emotion 
is equivalent to weakness. Pleck (1995) also pointed out that not conforming to 
masculine norms is common and can result in negative evaluations from others 
and being condemned by one’s social network. Consequently, behaviours 
associated with weakness and vulnerability, for example, help seeking are 
perceived negatively and therefore avoided (Vogel & Pederson, 2007). Thus, 
men are less likely than women to seek psychological support because seeking 
support is counter to what is traditionally considered ‘masculine’. Cochran 
(2005) found that boys are less likely to seek help from those around them such 
as teachers and parents than girls from the age of seven.
Mahalik (2000) pointed out that there are degrees of conformity and that 
different masculine norms will be salient for different men depending on the 
factors described above. For example, whereas being a risk taker and a winner 
may be important norms for one man, being self-reliant and emotionally 
controlled may be more important for another. Mahalik et al. (2003) developed 
an inventory to measure the degree and variability of adherence to masculine 
norms called the Conformity to Masculine Norms Inventory (CMNI) and this 
was abbreviated by Parent and Moradi (2009). Mahalik et al. (2003) 
constructed the measure by reviewing relevant research into masculine norms in 
the United States and concluded that there were nine norms distinctly 
applicable to men: 1. Winning-success and winning in general; 2. Risk-Taking- 
voluntary exposure to risky situations; 3. Emotional Control- the extent to
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which men control the expression of their emotions; 4. Self-Reliance-degree of 
preference to rely on oneself for help; 5. Primacy of Work-the extent to which 
work is the primary focus of life; 6. Violence-extent to which violence is 
perceived to be an acceptable way of responding to certain situations; 7. 
Heterosexual Self Presentation-importance of being seen as heterosexual by 
others; 8. Playboy-endorsement o f casual sexual partners; and 9. Power Over 
Women-perceived control over women. One of the strengths of the CMNI 
compared with other measures of masculinity is that it recognises both the costs 
and benefits of adhering to certain masculine norms, whereas some other 
measures of masculinity have been criticised for focusing on the pathology that 
may be associated with masculinity. Mahalik et al. (2003) also wanted to 
capture a greater number of masculine norms than previous normative measures 
in an attempt to capture the variability in how men conform to gendered roles. 
Although the CMNI was constructed from a US sample, further studies have 
demonstrated cross-cultural support for these norms (Mahalik, Lagan & 
Morrison, 2006; Mahalik, Levi-Minzi & Walker, 2007).
Gender role conflict
O’ Neil, Helms, Gable, David and Wrightsman (1986) drew on the theoretical 
foundations of masculine ideology and masculine norms followed by empirical 
studies and developed the concept of gender role conflict. He defined it as: 'a 
psychological state in which socialised gender roles have negative 
consequences or impact on the person or others’ (O’Neil, 2008: p. 362). O’
Neil (2008) hypothesised that it was not conformity to masculine norms as such 
which resulted in men experiencing psychological distress but the conflict 
experienced as a result of adherence to these traditional male norms whilst 
feeling distressed that explained increased psychological distress and 
subsequently why men are less likely to access psychological services. They 
developed the Gender Role Conflict Scale (GRCS-I; O’Neil et al. 1986) and 
identified four main categories of conflict that men experience: 1. Success,
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Power and Competition- the degree to which men are socialised to use 
competitive efforts to gain personal achievement; 2. Restrictive Emotionality- 
the degree to which men are socialised to avoid verbally expressing their 
feelings; 3. Restrictive Affectionate Between Men-difficulties men have 
displaying care and affection towards other men; and 4. Conflict Between Work 
and Leisure-difficulties men have balancing the demands of work and home. 
O’Neil (2008) hypothesised that gender role conflict occurs in various 
situational contexts: intrapersonally, interpersonally or caused by gender role 
transitions (such as puberty, getting married, becoming a father, losing a 
father).
Mahalik et al. (2003) explored the relationship between gender role conflict (as 
measured by the GRCS-I) and the Conformity to Masculine Norms Inventory. 
They found a strong positive correlation of .56 between the Total GRCS-I and 
Total CMNI. The Success, Power and Competition, Restrictive Emotionality 
and Restrictive Affectionate Behaviour Between Men subscales all correlated 
strongly with the Total CMNI, reaching a significance level ofp  <.001. The 
Conflict Between Work and Leisure subscale of the GRCS-I was the only 
subscale which did not correlate significantly with the Total CMNI.
Rationale for considering conformity to masculine norms and gender role 
conflict as potential mediators
Over the past three decades, there has been a large body of empirical research 
which seeks to explain factors that influence men not seeking support even 
when they are highly distressed. Research has demonstrated that conformity to 
masculine norms (i.e. adhering to norms that men should be stoic and resilient) 
and gender role conflict (conflict that results from adherence to such norms) 
have negative implications on men accessing help if  they are experiencing 
psychological distress.
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In terms of why both conformity to masculine norm and gender role conflict are 
important constructs to consider in relation to SES, Thompson, Pleck and 
Ferrera (1992) make the point that masculinity and gender conflict are 
constructs affected by many different variables (age, ethnicity, SES) and as yet 
we are still largely unfamiliar in discovering how these diversity variables 
'"differentially structure the form and content o f  m en’s lives and the standard o f  
masculinity to which they adhere ’ (Thompson et al. 1992; pg. 602). There is 
limited empirical research which explores the hypothesised mechanisms 
between the aforementioned variables.
Socioeconomic status and conformity to masculine norms
The hypothesis that men of lower SES are more likely to conform to masculine 
norms has been espoused by various authors (e.g. Manosevitz, 1971). However, 
Conwin (1994) argues that our understanding of the relationship between SES 
and masculinity is underdeveloped. One hypothesis is that, regardless of SES, 
men are exposed to messages about the importance of conforming to masculine 
norms. Mahalik et al. (2003) likened gender role norms to social norms-in that 
one learns from observing others around them how to behave in an acceptable 
way according to their gender. Thus, conformity to masculine norms is 
behaving in manner which is congruent with what society considers masculine. 
Non conformity to masculine norms is not adhering to these gendered norms 
which may be a consequence of a number of group and individual factors. 
Mahalik et al. (2003) argues that sociocultural factors come in the form of 
powerful or dominant groups in society that shape gender role expectations. 
These expectations are then filtered down at an individual level and depending 
on the socioeconomic, cultural and familial influences, create an environment 
which influences the extent to which an individual man will either conform or 
not conform to gender role norms. One hypothesis could be that men of lower 
SES could be more likely to conform to masculine norms because they are 
more likely to have reduced access to resources and wealth and they may
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subsequently have reduced opportunities to experience divergent cultural 
messages.
Socioeconomic status and gender role conflict
In terms of SES and gender role conflict, The Samaritan’s report (2012) 
explored the risk factors in suicide and point out that suicidal acts occur in the 
context of a cluster of difficult circumstances, such as unemployment and 
relationship difficulties. They argue that factors such as this impact on men of 
lower SES to a greater degree in the sense that they are more likely to 
experience other compounding difficulties as a consequence, such as loss of 
housing and debt, resulting in further financial difficulty. The report also drew 
on economic theory to point to the shift in the nature of employment and the 
labour market which has resulted in a reduction in jobs requiring heavy manual 
labour, meaning a reduction in jobs associated with lower SES. Due to these 
factors, men of lower SES may be more at risk of experiencing gender role 
conflict because they are not able to conform to masculine norms of being a 
provider, self-sufficient and a financial success.
O’Neil (2008) points out that SES is the least explored of all the diversity 
variables in relation to masculinity and gender role conflict. Stillson, O’Neil & 
Owens (1991) explored the relationship between SES and gender role conflict 
in 134 American men. They measured SES by using the Index of Social 
Position (ISP; Hollingshead & Redlich, 1958) which summarises SES by 
combining occupational and educational status, which, as mentioned 
previously, are two strong indicators of SES. The authors found that men in the 
low SES group reported greater gender role conflict than men in the high SES 
group. Men’s gender role conflict decreased as their educational and 
occupational status increased. However, this study did not address help seeking 
behaviour.
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Conformity to masculine norms and help seeking
Vogel et al. (2011) carried out a study looking at the relationship between 
endorsement of masculine norms and self-stigma on help seeking attitudes in 
men from diverse backgrounds. They recruited 4,773 men from different ethnic 
backgrounds and sexual orientations. They found, consistent with previous 
research, those men with higher endorsement of masculine norms (as measured 
by the CMNI-22) had less favourable attitudes to seeking psychological help. 
They also found that conformity to masculine norms and self-stigma accounted 
for 56% of the variance in help-seeking attitudes. They concluded that self- 
stigma (defined as harsh or unjustified beliefs about oneself) seemed to be a 
partial mediator, with conformity to masculine norms having a direct significant 
effect on attitudes. These findings were consistent across different ethnic and 
sexual orientation groups. Their findings add credence to the hypothesis that 
men who have internalised and endorsed masculine ideologies may perceive 
seeking help for emotional distress as counter to these ideologies. A particular 
strength of this research is the large amount of participants and the non-reliance 
on college students.
Hammer & Good (2010) point out that much of the research around male 
gender norms has documented the negative aspects of conformity to such 
norms. Although the authors recognise this focus has been useful in increasing 
understanding around the interplay between male socialisation and the 
development of certain psychological problems, they also offer a word of 
caution about the focus on a 'deficit model' in the sense that this provides a one­
sided understanding of the impact that conforming to masculine norms has on 
men. One strength of Hammer and Good’s (2010) study is that they took a 
positive psychology approach to explore the association between Conformity to 
Masculine Norms, measures of positive psychological constructs and measures 
of psychological adjustment with 250 men. They found that men who 
conformed to certain masculine norms such as risk taking, primacy of work and
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dominance reported higher levels of fitness, physical endurance, personal 
autonomy and courage. Conversely, they found that men who endorsed 
masculine norms such as emotional control, winning and self-reliance reported 
lower levels of personal control, resilience and autonomy.
A criticism of both the aforementioned studies is the participants were primarily 
Caucasian, middle class men, which limits the generalisability of the results. 
This is especially pertinent in Vogel et al. (2011) study, because the authors 
were aiming to extend findings from previous research exploring the 
relationship between conformity to masculine norms and help seeking attitudes 
by having participants from more diverse backgrounds.
Gender role conflict and help seeking
O' Neil (2008) reviewed 232 empirical studies in the last 25 years that have 
used the Gender Role Conflict Scale and found that higher gender role conflict 
significantly correlates with depression, anxiety and low self-esteem (e.g. Jo, 
2000, Burke, 2000) and this is the case for men who are from a variety of ethnic 
backgrounds and sexual orientations. They also reviewed 19 studies which 
looked at gender role conflict and attitudes to help seeking and found that all 
but one study found a significant relationship between the variables, with men 
who had higher gender role conflict had more negative attitudes towards 
seeking help if experiencing psychological distress.
Both Pederson and Vogel (2007) and Tsan, Day, Schwartz and Kimbrel (2011) 
looked at the relationship between male gender role conflict and help seeking 
behavior. Tsan et al. (2011) found that men who demonstrated higher gender 
role conflict had more negative attitudes towards seeking professional 
psychological support. They carried out structural equation modeling analysis 
and found that that the Restrictive Emotionality subscale of the GRCS-I was the 
only subscale which had significant direct effects on attitudes towards seeking 
psychological help. A strength of the Pederson and Vogel (2007) study was that
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they looked at both attitudes and intentions to seek counselling. They also 
looked at the impact that the mediating variables of self-stigma and distress 
disclosure had on this relationship. They found a significant negative 
relationship between all the subscales of the GRCS-I and attitudes to seeking 
professional psychological help. Although they found a negative relationship 
between all the subscales of the GRCS-I and the Intentions to Seek Counselling 
Inventory, this relationship was not significant. The authors then carried out a 
mediation analysis to explore the relationship between all the variables. 
Altogether, gender role conflict, self-stigma and distress disclosure accounted 
for 53% of the variance in attitudes to seeking counseling. Gender role conflict 
and attitudes towards seeking counseling accounted for 29% of the variance in 
intentions to seek counseling.
Berger, Levant, McMillan, Kelleher and Sellers (2005) looked at the 
relationship between gender role conflict, masculinity ideology (as measured by 
the Male Role Norms Inventory), alexithymia and age on men’s attitudes 
towards seeking psychological help with 154 male volunteers. They found that 
all five subscales of the Male Role Norms Inventory significantly negatively 
correlated with attitudes towards seeking professional psychological help. 
However, contrary to the studies mentioned previously, only the Restrictive 
Affectionate Behaviour Between Men subscale of the GRCS-I negatively 
correlated with attitudes towards help seeking. Contrary to their hypothesis, 
they found no relationship between alexithymia and help seeking and they 
found that older men have more positive attitudes than younger men towards 
seeing professional psychological help.
There are several limitations of the studies mentioned above. With the 
exception of the study by Berger et al. (2005), the participants used in the 
studies were undergraduate college students, which limits the generalisability of 
the results. The majority of studies also focus on help seeking in terms of 
professional psychological help, as opposed to other formal or informal support
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networks. A wider measure of where men would seek support from if they were 
emotionally distressed alongside these other measures may prove more fruitful. 
Furthermore, the majority of the studies focus on participant's attitudes towards 
seeking professional help as opposed to their intentions to seek help (apart from 
the Pederson and Vogel (2007) study). The Theory of Planned Behaviour 
literature (Ajzen, 1991) suggests that intention to seek support is the more 
closely related construct to actual behaviour that attitudes and this has been 
supported through research (e.g. Kim & Hunter, 1993).
Socioeconomic status, conformity to masculine norms and help seeking
In terms of exploring the mechanisms involved in SES and help seeking 
behaviour, Cohen (2012) carried out a discourse analysis on how men talk 
about, and consequently conceptualise, mental health, mental illness and mental 
health services. She interviewed 13 men who self-identified as either working 
class or from working class backgrounds. One of the emerging themes from the 
research was the notion that mental illness and indeed mental health services 
represented a ‘threat to masculinity’, in the sense that talking about feelings, 
expressing emotions and seeking professional help for mental health difficulties 
were signs of weakness that threatened this idea of traditional masculinity, 
conceptualised as resilient and strong. However, Cohen (2012) did find 
‘pockets’ of acceptability for men seeking professional help but these were 
limited to significantly severe and traumatic life events, such as the death of a 
child.
In Cohen’s (2012) study there was a strong theme of ‘othering’ which served to 
distance men from experiencing mental health problems and further maintained 
the discourse that men are able to cope with distress and are resilient. One of 
the limitations of Cohen’s (2012) research was the fact that SES was identified 
through self-identification of the participants being ‘working class’ and this 
raises the question: what is ‘working class?’ Furthermore, seven of the 13 
participants were interviewed in a focus group situation. This may have
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influenced the likelihood of expressing beliefs or attitudes that were counter to 
the mainstream ‘group think’ as this could have risked stigma and ridicule. This 
finding was supported by Chandler (2012) who found that use of formal 
support remains primarily associated with moments of crisis and the ‘failure’ of 
usual support mechanisms. She argued that the focus in terms of help seeking 
should not be how to persuade men to use formal support at times of crisis, but 
how to build up access to both formal and informal help seeking support in 
advance of a crisis.
Study aim and hypotheses
To summarise, the research described above suggests that being more 
socioeconomically disadvantaged is associated with a lower likelihood of 
seeking help and also with greater conformity to masculine norms and gender 
role conflict. Previous research also presents some evidence that men who 
experience greater gender role conflict or conform to a greater degree to 
masculine norms are less likely to seek psychological support. However, these 
constructs have not been included in a study together in order to examine the 
potential mediating roles of conformity to masculine norms and gender role 
conflict. In addition most previous studies focused only on formal help and did 
not consider the role of help seeking within partnerships, families and friends 
(i.e. informal sources of help) as well. The aim of this study is therefore to 
describe the relationship between SES and men’s intentions to seek help from 
formal or informal sources when suffering from psychological distress. The 
potential mediating roles of conformity to masculine norms and gender role 
conflict in any such relationship will also be examined.
This research is important when one considers the body of research which 
shows the impact of SES on the physical and psychological health of men, and 
which demonstrates men from lower SES backgrounds are 10 times more at 
risk of suicide that men from more affluent backgrounds.
135
The hypotheses of this study are as follows:
1. Men with lower socioeconomic status (i.e. indicating greater 
socioeconomic disadvantage) will report lower intentions to seek 
informal or formal help in the event of experiencing psychological 
distress.
2. Conformity to masculine norms and gender role conflict will mediate 
any relationship between socioeconomic status and intentions to seek 
help in the event of experiencing psychological distress.
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METHOD
Design
This study used a cross-sectional design to examine quantitatively the 
relationship between measures of SES and help seeking behaviour at one point 
in time, considering conformity to masculine norms and gender role conflict as 
potential mediating variables.
Measures
Demographic characteristics
A section on demographic characteristics was developed for the questionnaire 
for this study and included questions on age, ethnicity (using categories 
recommended by the Office for National Statistics; ONS, 2003) and present 
marital status (Appendix A).
Socioeconomic Status
Following both Oakes’ (2011) and Graham’s (2004) thinking outlined earlier, 
occupation was chosen as the primary indicator of SES and education and 
ownership were chosen as supplementary indicators of SES. Data on 
occupational status was collected and categorised as set out by the National 
Statistics Socio-economic Classification (NS-SEC rebased on the SOC2010; 
ONS, 2010). The NS-SEC itself is based on the Goldthorpe schema which has 
been validated as a good measure and predictor of health, education and other 
outcomes (Rose & Pevalin, 2003).
137
Primary indicator of SES
Occupation- For those who were in paid employment, occupation was 
established by three descriptive questions covering: industry description (’what 
did the firm/organisation you worked for mainly make or do?); occupation title, 
current or last main job (’what was your main job?’); and occupation 
description, current or last main job (’what did you mainly do in your job?’). 
Employment status for the occupation was established (employee or self- 
employed) as was size of the organisation (1-24; 25-499 or 500 or more) and 
supervisory status (Appendix B). This information was then used to code the 
individual’s occupation into a unit group derived from the SOC2010. Appendix 
C provides examples of occupations in each category. To assess inter-rater 
reliability, the lead researcher’s supervisor blindly coded 20 random 
occupations. There was a 90% inter-rater agreement. For the remaining 10%, 
the coding of the occupational categories were discussed and reviewed and 
allocations modified where necessary.
The full version of the NS-SEC compromises eight categories. However, due to 
the low number of participants in some of the occupational categories, several 
categories were combined (Table 1). In this study, ‘full time house husband’ 
was an option under ‘occupational status.’ A total of six men fell into this 
category and due to the small number, this group were combined into the ‘full 
time student group’ resulting in category eight being ‘full time student or house 
husband’
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Supplementaty indicators o f SES
Education- The second indicator of SES was based on level of education. 
Participants were required to select the highest level of education achieved 
(from ‘no formal qualifications’ to ‘postgraduate degree’; Appendix D). Due to 
the low numbers in some of the education categories, the six groups were 
combined into three: 1. no formal qualifications/GCSEs/O-Levels/NVQ or 
equivalent; 2. A-Levels/Diploma or equivalent; 3. Graduate.
Ownership- The two final measures chosen to capture wealth and access to 
resources were based on house tenure and car ownership (Lewis et al. 1998). 
Housing tenure was measured by asking participants if they owned their own 
home, rented or ‘other’, which they were asked to specify. The response to 
‘other’ was looked at and those respondents who could fit into either ‘owned 
own home’ or ‘rent’ were changed. For example, three participants said they 
owned their own home, but rented their current place of residence. This was 
changed to ‘own your own home’. The remaining but one participant all 
specified that they lived at home with either one or both parents, so the ‘other’ 
category was subsequently updated before analysis to ‘living with parent(s)’. 
Only one participant could not be included in any of the above categories. He 
identified himself as ‘homeless’. Although this participant was included in the 
descriptive statistics of the sample, he was excluded from further analysis. Car 
ownership was measured by asking if the participant owned no, one or two or 
more cars (Appendix E). The three groups were then combined into two for the 
analysis: 1. No car; 2. Any car.
Conformity to Masculine gender role norms
To assess endorsement of dominant masculine gender role norms, the 46 item 
of the Conformity to Masculine Norms Inventory (CMNI-46; Parent & Moradi, 
2009) was used (Appendix F). The CMNI-46 is a shortened form of the original 
CMNI (Mahalik et al. 2003) and uses the most psychometrically strong aspects
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of the original measure. The 46 items are rated on a four point Likert scale 
{O=strongly disagree and 3=strongly agree). The CMNI-46 consists of nine 
subscales: 1. Winning (six items; sample item: ‘In general, I will do anything to 
win’); 2. Emotional Control (six items; sample item ‘I tend to keep my feelings 
to myself); 3. Primacy of Work (four items; sample item ‘My work is the 
important part of my life’); 4. Risk taking (five items; sample item ‘I frequently 
put myself in risky situations); 5. Violence (six items; sample item ‘Sometimes 
violent action is necessary’); 6. Heterosexual Self Presentation (six items; 
sample item ‘I would be furious if someone thought I was gay’); 7. Playboy 
(four items; sample item ‘If I could, I would frequently change sexual partners); 
8. Self-Reliance (five items; sample item ‘I hate asking for help’); and 9. Power 
Over Women (four items; sample item ‘In general I control the women in my 
life’). Mahalik et al. (2003) reported that the Cronbach alpha coefficients for 
the items on the CMNI-46 subscales ranged from .78 to .89, with a median 
value of .82. Convergent validity coefficients ranged from .24 to .94 (median 
43). Discriminant validity coefficients ranged from -.03 to -.48 (median -.11). 
Eight of the nine correlations represented small effects and one correlation in 
the upper medium range. The CMNI-46 was chosen for this study because of its 
strong psychometric properties and being nearly half the length of the original 
measure takes less time to administer.
Gender role conflict
Gender role conflict was measured using the Gender Role Conflict Scale-I 
(GRCS-I; O’Neil et al. 1986). The GRCS-I was developed to measure the 
negative cognitive, emotional and behavioural consequences associated with 
male gender role socialisation (Appendix G). The GRCS-I consists of 37 items 
which are rated on a 6-point Likert scale, from 1 {strongly disagree) to 6 
{strongly agree). The GRCS-I compromises four subscales: 1. Success, Power 
and Competition (13 items; sample item ‘moving up the career ladder is 
important to me’); 2. Restricted Emotionality (10 items; sample item ‘’I have 
difficulty telling others I care about them); 3. Restrictive Affectionate
141
Behaviour Between Men (eight items; sample item ‘hugging other men is 
difficult for me’); and 4. Conflict Between Work and Leisure (six items; sample 
item ‘finding time to relax is difficult for me’). In their original study, O’Neil et 
al. (1986) reported Cronbach alpha coefficients ranged fi-om .75 to .85. Four 
week test re-test reliabilities of .84, .76, .86 and .72 for SPC, RE, RABBM and 
CBWFR respectively. A more recent study (Schaub & Williams, 2007) 
reported similar reliabilities (.82 to .89) and slightly higher internal 
consistencies
Help seeking behaviour
Help seeking behaviour was measured using the General Help Seeking 
Questionnaire (GHSQ; Wilson, Deane, Ciarrochi & Rickwood, 2005). The 
GHSQ measures intentions to seek help from formal and informal sources of 
help for two levels of distress: ‘personal-emotional’ problems and ‘suicidal 
thoughts. The four informal sources of support were: intimate partner, friend, 
parent and other relative/family member. The four formal sources of support 
were: mental health professional, phone line, GP, minister/religious leader 
(Appendix H). These help sources have been identified as salient by several 
studies (e.g. Ciarrochi, Deane, Wilson, & Rickwood, 2002; Ciarrochi, Wilson, 
Deane, & Rickwood, 2003). Help seeking intentions are measured on a 7-point 
Likert Scale from \ {extremely unlikely) to 7 {extremely likely). Higher scores 
indicate higher intentions. Wilson et al. (2005) showed that the internal 
consistency of the overall scale was .85 (three week test re-test correlation 
of .92). ANOVA revealed the need to distinguish between problems type: 
suicidal problems (Cronbach’s alpha .83, three week test re-test correlation .88) 
personal-emotional problems (Cronbach’s alpha = .70, three week test re-test 
correlation = .86). To assess the validity of the scale, correlations were 
calculated between the initial ratings of help-seeking intentions (Time 1) with 
reports of actual help-seeking three weeks later (Time 2). There were a number 
of positive and significant associations between intentions and prospective
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help-seeking behaviour for both personal-emotional and suicidal problems 
(Wilson et al. 2005).
Wilson et al. (2005) point out that the GHSQ can be adapted according to 
purpose and need. In the current study, the lead researcher wanted to ensure a 
comprehensive exploration of intentional help seeking behaviour. 
Subsequently, instead of the ‘total’ score of the GHSQ being used, the 
responses on the scale were thought about in terms of likelihood o f seeking help 
from formal and informal sources. The lead researcher also felt that the 
language used on the GHSQ was not appropriate for the intended audience in 
places, so intentions to seek help for ‘personal-emotional ’ problems was 
changed to intentions to seek help ‘if you were having a personal or emotional 
problem that was causing you some distress’. Intentions to seek help for 
‘suicidal thoughts’ was changed to intentions to seek help ‘if you were having a 
personal or emotional problem that was causing you significant distress’.
The maximum likelihood that a participant would seek informal help if they 
were experiencing high or very high distress was measured by calculating the 
highest score of the four possible informal help seeking items (resulting in a 
number from one to seven). Similarly, when measuring formal help, the highest 
score of the four possible formal help seeking items was calculated.
For the item on the GHSQ which asks ‘I would seek help from another listed 
above’ and leaves an optional blank space to report whom this support would 
be, the lead researcher was able to re-categorise all the responses given into the 
options already provided. For example, the majority of the responses to this 
question were ‘work colleague’ and this was categorised under ‘friend’.
Participants
Inclusion criteria
Participants were males aged between 18 and 79 years old.
143
Sample size calculation
An a priori G*Power analysis (Paul, Erdfelder, Lang & Buchner, 2007) was 
conducted to determine appropriate sample size for the study. A two-tailed 
power (1-P) = .95, given a = .05 for a correlation of medium effect size (.30) 
required a sample size of 138. For the mediation analysis, Fritz and Mackinnon 
(2007) suggest that a sample size of 162 should be sufficient to detect a small to 
medium effect size with 80% power.
Procedure
Men were recruited in several ways. Firstly via social media internet sites 
through a process of snowballing sampling (Morgan, 2008). Snowball sampling 
involved the lead researcher requesting that their acquaintances on a social 
media site posted the link to the online survey on their personal media page, 
thereby encouraging their acquaintances to complete the survey. The lead 
researcher was aware that this process of sampling may limit the sample to 
primarily men of a ‘middle’ or ‘higher’ SES because the lead researcher 
considers their social circle to be primarily people o f ‘middle’ SES. To increase 
diversity, specific male 'celebrities' were targeted on an additional social 
networking sight. For example, people who may be considered to have a 
‘working class’ background, such as Ricky Hatton and Freddie Flintoff. 
Approximately 10 celebrities were targeted in total. They were sent a message 
of approximately 140 characters which briefly explained the purpose of the 
study, a request for them to share this on their own site and a link to the web 
survey. Two of the ten celebrities posted the research onto their social 
networking site and although it impossible to ascertain the percentage of the 
sample that were recruited via this method, it is thought to be over one third of 
the total participants. An advert was also placed on a social networking site and 
on the University of Surrey's research database. With approval, posters were put 
up in several council gyms in the Surrey area (Appendix 1).
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In an attempt to increase diversity and the sample size further, the lead 
researcher spent two days in a town centre in Hampshire which has one of the 
lowest residential property prices in Hampshire and therefore it was felt would 
get a wider sample of people from lower socioeconomic backgrounds. The lead 
researcher approached approximately 40 men in two days. She informed them 
of the purpose of the study and what they would be required to do to 
participate. The men were then given a copy of the Information Sheet 
(Appendix K) and a link to the online survey and asked to participate in the 
study.
The web survey took approximately 15 minutes to complete. The questions on 
the survey were forced choice, so participants were required to click on an 
appropriate response before continuing with the survey. This ensured there was 
no missing data.
Ethical procedure
Prior to undertaking this study, the research proposal was subject to a peer 
review by a panel of academic staff from the PsychD in Clinical Psychology at 
the University of Surrey. Before data collection began, ethical approval was 
granted from the University of Surrey Faculty of Arts and Human Sciences 
Ethics Committee (Appendix J). On the Information sheet (Appendix K), 
participants were informed that they were free to withdraw from the study at 
any time by simply exiting the online survey (Appendix L). Participants gave 
their consent (by clicking the ’yes’ button on the web page after reading the 
participant information sheet and consent script). Following completion of the 
study, participants were debriefed and provided with web addresses and phone 
numbers of resources for mental health support and also contact details of the 
lead researcher and her supervisors at the University.
To address issues of confidentiality, participants were not offered an 
opportunity to provide their name. Data from the web based survey was kept on 
a University of Surrey secure drive, only accessible by the lead researcher and
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the University of Surrey Psychology Technician. The survey was taken offline 
once the survey was completed (i.e. a sufficient number of participants were 
gathered). There was also the ethical consideration of approaching men to 
complete questionnaires. To minimise risk, a contract was agreed was agreed 
whereby the lead researcher contacted one of her supervisors at the University 
to inform them of their location and estimated duration of data collections. A 
text or phone call was then made once data collection had finished.
This study conformed to British Psychological Society (BPS) Code of Ethics 
and Conduct and the Health Professions Council (HPC) Standards of Conduct, 
Performance and Ethics.
Statistical analysis
Data was downloaded from the questionnaire database into SPSS for data 
analysis. All analyses were conducted using the IBM Statistical Package for 
Social Sciences (SPSS) Version 20. Data was initially checked by eye for 
nonsensical completion.
Following this, the response rate and characteristics of the sample were 
described and the way in which the study variables vary according to 
demographic characteristics was considered. The study variables of SES, 
CMNI-46, GRCS-1 and the subscales were described. The relationship between 
the primary study variables (SES and subscales of the GHSQ) was explored 
followed by additional analyses of supplementary indicators of SES (education, 
housing tenure and car ownership) and subscales of the GHSQ.
Mediation analysis
To examine mediation. Preacher and Hayes’ (2008) recommendations were 
followed and the bootstrapping statistical techniques were implemented using 
the INDIRECT macro downloaded from the Andrew Hayes’ website (Hayes, 
2013).
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Mediation was determined by examining the relationships between the 
independent variable (IV) (occupation) and the dependent variable (DV) 
(likelihood of seeking help), and the predicted mediators. The predicted 
mediators were the subscales of the CMNI-46 and GRCS-I which had a 
relationship with both the IV and DV. These relationships were referred to as 
the a, b, c and c’ paths (see Figures 1 and 2).
Likelihood of seeking 
helpOccupation
Figure 1 : Illustration o f the total effect pathway
Potential mediators
Likelihood of 
seeking help
Occupation
Figure 2: Illustration o f the pathways in the predictive relationship with single 
mediators depicting the direct effect (c ) and indirect effects (sum o f  axb) o f  
potential mediators on likelihood o f seeking help.
To examine mediation the following criteria proposed by Baron and Kenny 
(1986) were used:
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• there must be a significant predictive relationship for the total effect of 
the IV (occupation) on the DV (likelihood of seeking informal help) 
before the mediators are entered (path c).
• the IV (occupation) must predict the mediator, denoted as path a.
• the mediator must predict the DV (likelihood of seeking informal help) 
whilst controlling for the effect of the IV (occupation) denoted as path b.
• the indirect effect of the mediator (the product of paths a and b) must be 
significantly different from zero. This is equivalent to path c minus c’ 
being significantly different from zero.
Bootstrapping was then used to estimate the indirect effect and to examine 
whether the 95% confidence interval included zero. When the confidence 
interval did not contain zero, the indirect effect was considered significant.
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RESULTS
Participants 
Response rate
The online survey was available between May 2012 and January 2013.The 
number of people who clicked on the link and started the online web survey 
was 334. As set out in the ethical considerations, participants who did not 
complete the full survey were not included in the study. The total number of 
participants who completed the web survey and could be included in the 
analysis was 175.
Demographic characteristics
Participants {N= 175) ranged in age from 18 to 66 years. Age was initially 
measured as a continuous variable, but because linear associations with age 
could not be assumed it was categorised as a categorical variable for analysis. 
The majority of the sample consisted of participants identifying as White 
British. Just over half the sample was either married, in a civil partnership or 
living with a partner (Table 2).
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Table 2
Number of men and percentage o f the sample in each demographic category 
(N=175)
N % o f sample
Age
18-24 38 21.7
25-34 69 39.4
35-44 33 18.9
45+ 35 20
Marital status
Married/Civil Partnership/Co habiting 96 54.9
Single 71 40.6
Divorced/Separated 8 4.5
Ethnicity
White (British or Other 169 96
Black and Minority Ethnicity 6 4
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Description of main study variables 
Socioeconomic status
As shown in Table 3, just over half the sample (50.3%) worked in either higher 
or lower managerial, administrative and professional occupations. Just under a 
quarter of the sample were full time students or househusbands (21.1%); 7.4% 
were unemployed and the remainder (21.2%) worked in occupations classified 
as intermediate or lower. In terms of educational attainment, well over half the 
sample (57.1%) were graduates. In terms of housing tenure, the sample was 
fairly evenly split, with 46.9 % owning their own home and 44.6% renting.
Over two thirds of the sample owned their own car (69.1%). In summary, it is 
evident that the majority of this sample is well educated with jobs at the 
‘higher’ end of the occupational spectrum.
Table 3
Number o f men and percentage o f the sample in each category o f SES fo r  each 
indicator o f  SES
Measures of SES N % of total
Occupational groups
Managerial, administrative and professional occupations 88 50.3
Intermediate and lower occupations 37 21.2
Never worked/long term unemployed 13 7.4
Full time student/full time house husband. 37 21.1
Education - -
No formal qualifications/ GCSEs/O-Levels/NVQ/Equivalent 29 16.6
A-Levels/Equivalent/ Diploma (HND, SRN, etc.) 46 26.3
Graduate 100 57.1
Housing Tenure - -
Own your own home 82 46.9
Rent 78 44.6
Live with parents 14 8.0
Other 1 .6
Car Ownership - -
No car 54 30.9
Any car 121 69.1
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Conformity to Masculine Norms, Gender Role Conflict and General Help 
Seeking Questionnaire
Internal consistency
According to O’Neil et al. (1986), the GRCS-I subscales all have good internal 
consistency, with Cronbach alpha coefficients ranging from .75 to .85. In the 
current study, the Cronbach alpha coefficients ranged from .87 to .92 (Table 4). 
The Cronbach alpha coefficient for the Total GRCS-I was not reported in the 
original O’Neil et al. (1986) paper, but in the current study it demonstrated 
good internal consistency with a Cronbach alpha coefficient of .93. According 
to Parent & Moradi (2011), the CMNI-46 has good internal consistency with a 
Cronbach alpha coefficient for the Total CMNI-46 reported of .85 (in the 
current study this was .86). The subscales of the CMNI-46 also demonstrated 
good internal consistency, with Cronbach alpha coefficients ranging from .78 
to .89. In the current study, the Cronbach alpha coefficients for the CMNI-46 
subscales ranged from .74 to .93 (Table 4).
152
Table 4
Means, Medians, Standard Deviations, Reliabilities and Range o f scores fo r  the 
Gender Role Conflict Scale-I, Conformity to Masculine Norms Inventory-46 
and subscales o f the General Help Seeking Questionnaire (N = 175)
Variable M Median SD A Range Possible
range
Total Gender Role Conflict Scale-I 117.1 116 28.58 .93 41-191 37-222
Success, Power and Competition 45.2 46 12.85 .91 13-73 13-78
Restrictive Emotionality 28.9 27 10.90 .92 10-60 10-60
Restrictive Affectionate Behaviour 21.9 20 8.59 .90 8-46 8-48
Between Men
Conflict Between Work and Leisure 21.1 21 7.18 .87 6-36 6-36
Total Conformity to Masculine Norms 56.5 57 12.18 .86 26-99 0-184
Inventory-46
Winning 8.6 8 3.03 .84 2-18 0-24
Emotional Control 7.7 7 3.71 .93 0-18 0-24
Primacy o f Work 4.4 4 2.24 .79 0-12 0-16
Risk Taking 6.7 7 2.58 .84 0-15 0-20
Violence 8.8 9 3.77 .87 0-17 0-24
Heterosexual Self Presentation 6.5 6 3.72 .89 0-18 0-24
Playboy 4.8 5 2.38 .75 0-12 0-16
Self-Reliance 6.4 6 2.78 .86 0-14 0-20
Power Over Women 2.7 3 1.84 .74 0-10 0-16
General Help Seeking subscales 
Intentions to seek help if experiencing ‘high
distress’
Maximum likelihood o f seeking 6.1 7 1.37 1-7 1-7
informal help
Maximum likelihood of seeking formal 4 4 1.89 1-7 1-7
help
Intentions to seek help if experiencing ‘very 
high distress’
Maximum likelihood o f seeking 6.2 7 1.35 1-7 1-7
informal help
Maximum likelihood o f seeking formal 4.4 5 1.94 1-7 1-7
help
Higher mean scores on the CMNI-46 and GRCS-I indicate greater conformity 
to masculine norms and gender role conflict, respectively. On the maximum 
likelihood of seeking informal or formal help if experiencing ‘high’ or ‘very 
high’ distress subscales of the GHSQ, the higher the score the more likely the 
participant is to seek that particular source of support (the highest score is 
seven). As evidenced in Table 4, the mean maximum likelihood of seeking 
informal help was very high and the median score was similar whether the 
person was experiencing ‘high’ or ‘very high’ distress. In terms of maximum
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likelihood of seeking/brmo/ help, men who were experiencing ‘very high’ 
distress had higher intentions to seek formal help (median five indicating 
‘likely’) than men who were experiencing ‘high’ distress (median four 
indicating between ‘unlikely’ and ‘likely’). The mean of the Total CMNI-46, 
56.5, was slightly lower than in the Parent and Moradi (2009) study where the 
mean for the Total CMNI-46 was 66.55. The means for the GRCS-I were not 
reported in the original O’Neil et al. (1986) study, but the mean of the Total 
GRCS-I at 117.1 was slightly lower in this study than other studies (e.g. the 
mean for the Total GRCS-I was 130.3 in the Pederson & Vogel, 2007 study).
Distribution o f data
To examine the distribution of data, histograms were created for all the 
continuous dependent variables included in this study. The Total CMNI-46 
(Appendix M2), Total GRCS-I (Appendix M l) and the majority of the GHSQ 
subscales (Appendix N) were approximately normally distributed. 
Consequently, Pearson’s correlation coefficients were used to explore the 
relationship between the CMNI-46 and GRCS-I and between both the CMNI- 
46, GRCS-I and subscales of the GHSQ. Univariate analysis of variance was 
used to explore the relationship between indicators of SES and subscales of the 
GHSQ and between SES and both the CMNI-46 and GRCS-I.
Variation of study variables by demographic characteristics
Table 5a and Table 5b shows that nearly all the study variables varied 
significantly by age. Table 5a shows that younger men (aged 18-24) were more 
likely to conform to masculine norms and experience conflict as a result of 
adherence to these norms than men in the other age groups. Men who were 454- 
years old were significantly more likely to seek formal help, whether 
experiencing high or very high distress but significantly less likely to seek 
informal help if experiencing very high distress than men in the 25-34 year old 
age group. Table 5a and Table 5b shows that most of the study variables also
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varied by marital/partnership status. Men who were single were significantly 
more likely conform to a greater degree to masculine norms and experience 
conflict as a result of this adherence (although this was not significant) and 
significantly less likely to seek formal help than men who were married or 
divorced. In terms of ethnicity, there were no differences observed on the 
GRCS-I, CMNI-46 or the subscales of the GHSQ. However, it must be noted 
that the majority of the sample was White British or Other, and there was only a 
small number of participants that identified as Black, Minority or Ethnic. 
Occupational status also varied by demographic characteristics.
As a result of the findings that age and marital status affected a number of study 
variables, these demographic characteristics are adjusted for in the following 
analyses.
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Association between primary indicator of SES (occupation) and help
seeking for psychological distress
The main hypothesis of this study was that men whose SES indicators 
demonstrate greater disadvantage (i.e. lower.socioeconomic status) would 
exhibit less intention to seek both informal and formal help if experiencing 
psychological distress. Occupation is the primary indicator of SES used in this 
study and therefore the association between occupation and help seeking was 
considered first.
Students/full time househusbands were excluded from further analysis because 
this group did not constitute a formal occupational category. However, the 
means for this group were included in Table 5 for information. This shows that 
the mean scores on all the subscales of the GHSQ for students/full time 
househusbands were very similar to those in the managerial and professional 
occupations. The number of the participants included in the remaining analysis 
was therefore 138.
Several general linear models were fitted with SES as a fixed factor and 
adjusting for age and marital status to explore the effect of occupation on the 
sub scales of the GHSQ.
Primary indicator o f  SES (occupation) and informal help seeking
High distress- Table 6 shows that in support of the primary hypothesis, there 
was some evidence of differences in men’s help seeking between occupational 
groups. The relationship was stronger (p = .024) before adjusting for age and 
marital status (p = .066). Table 6 shows that means decreased across 
Occupational groups, with men in the managerial and professional occupational 
groups the most likely to seek informal help and men in the long term 
unemployed/never worked category the least likely to seek this type of help if
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they were experiencing ‘high’ psychological distress. When occupation was 
considered as a trend variable, there was evidence of an effect ip = .022).
Very high distress- Table 6 shows that seeking informal help if experiencing 
‘very high’ psychological distress showed a similar pattern, with men in the 
managerial and professional occupational groups the most likely to seek 
informal help and men in the long term unemployed/never worked category the 
least likely to seek help. However, the differences between the occupational 
groups were not significant.
Primary indicator o f  SES (occupation) and formal help seeking
High distress-\n contrast to the informal help seeking findings and the primary 
hypothesis. Table 6 shows that men in the never worked/long term unemployed 
group were significantly more likely to seek formal help than men in the 
intermediate/lower occupational group. The relationship was stronger ip =.011) 
before adjusting for age and marital status ip = .032). However, when 
occupation was considered as a trend variable, there was no evidence of a 
significant effect ip = .373). It is interesting to note that help seeking behaviour 
did not greatly differ for men in the never worked/long term unemployed group. 
The mean of around five indicates that this group are ‘likely’ to seek informal 
or formal help, whether experiencing ‘high’ or ‘very high’ psychological 
distress.
Very high distress- Table 6 shows that the pattern for formal seeking if 
experiencing ‘very high’ psychological distress was similar to that described 
above, but the differences between the groups was not significant.
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Association between supplementary indicators of SES and help seeking for
psychological distress
Similar models were also fitted to explore the impact of supplementary 
indicators of SES (education, housing tenure and car ownership) on help 
seeking (Table 7a and 7b).
Supplementary indicators o f  SES and informal help seeking
In support of the primary hypothesis, there was some evidence of differences in 
men’s help seeking between the supplementary indicators of SES. Table 7a 
shows that means decreased across both educational attainment and car 
ownership groups, with men in the ‘higher’ SES groups (i.e. graduates and men 
who own a car) the most likely to seek informal help and men in the ‘lower’ 
SES groups (i.e. men with no formal qualifications/ GCSEs or equivalent and 
men with no car) the least likely to seek this type of help if they were 
experiencing either ‘high’ or ‘very high’ psychological distress. The 
relationship was stronger on the indicator of car ownership {p = .025 for ‘high’ 
distress) and {p = .040 for ‘very high’ distress) than educational attainment 
ownership (p = .808 for ‘high’ distress) and {p = .574 for ‘very high’ distress) 
when considering occupation as a trend variable. Table 6a shows that in 
contrast to these indicators of SES and the primary hypothesis, housing tenure 
demonstrated a less consistent pattern, with men who rent the least likely to 
seek informal help in either instance (whether experiencing ‘high’ or ‘very 
high’ distress) and men who live with their parents the most likely to seek 
informal help if they were experiencing ‘very high’ distress.
Supplementary indicators o f SES and formal help seeking
Tables 7a and 7b show that in support of the primary hypothesis a pattern was 
observed, whereby men who live with their parents and do not own a car are the
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least likely to seek formal help and men who own their own home and men who 
own a car the most likely to seek formal help and this was the case whether 
they were experiencing ‘high’ or ‘very high’ distress. In contrast to the primary 
hypothesis and similar to the findings of occupation and formal help seeking for 
psychological distress, men with no formal qualifications/GCSEs or equivalent 
group were the most likely to seek formal help. However, the differences 
between groups were not statistically significant.
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Potential mediating variables
Association between primary indicator o f SES (occupation) and conformity to 
masculine norms
There was no evidence that Total CMNI-46 varied significantly between 
occupational groups (Table 8). However, some the subscales of the CMNI-46 
showed significant differences between groups. The hypothesis was that men of 
‘lower’ SES would be more likely to conform to masculine norms. Table 8 
shows that the differences between occupational groups on the Emotional 
Control and Self-Reliance subscales of the CMNI-46 supported this hypothesis. 
On the Emotional Control subscale, men in the never worked/long term 
unemployed group and intermediate/lower occupational groups scored 
significantly higher than men in the managerial and professional occupational 
group (p = .017 after controlling for age and marital status) and on the Self 
Reliance subscale, men who were long term unemployed/never worked scored 
significantly higher than men in the managerial occupations {p = .021 after 
controlling for age and marital status). Interestingly, Table 8 shows that men in 
the managerial/professional occupational groups scored the highest across all 
the occupational groups on the Risk Taking and Wiiming subscales of the 
CMNI-46.
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Association between primary indicator o f  SES (occupation) and gender role 
conflict
There was no evidence of an association between occupation and Total GRCS-I 
(Table 9). However, on the Restrictive Emotionality subscale there was support 
of the hypothesis that men in the Tower’ SES group would be more likely to 
experience gender role conflict, with men in the never worked/long term 
unemployed group having the highest mean score and men in the 
managerial/professional group having the lowest. The relationship was stronger 
(p = .018) before adjusting for age and marital status {p = .057). When 
occupation was considered as a trend variable, there was evidence of an effect 
(p = .017). Table 9 shows that on the Success, Power and Competition (p =.038 
after adjusting for age and marital status) and Conflict Between Work and 
Leisure (p =.023 after adjusting for age and marital status) subscales, there was 
trend in the opposite direction of the hypothesis, with men in the 
managerial/professional occupations having the highest mean score and men in 
the never worked/long term unemployed the lowest.
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Associations between help seeking and conformity to masculine norms and
gender role conflict
The relationship between conformity to masculine norms, gender role conflict 
and intentions to seek help was investigated using Pearson correlation 
coefficient.
There were significant negative correlation between all the subscales of the 
GHSQ and the Total CMNI-46 (Table 10) suggesting that overall men who 
experience greater conformity to masculine norms were less likely to seek help 
when they were experiencing a personal or emotional problem that was causing 
them ‘high’ or ‘very high’ distress. Table 10 shows that the Emotional Control 
and the Self Reliance subscales of the CMNI-46 most strongly negatively 
correlated with the likelihood of seeking help.
There was a negative correlation between all the subscales of the GHSQ and the 
total GRCS-I (Table 11), suggesting that overall men who experience greater 
gender role conflict were less likely to seek help when experiencing a personal 
or emotional problem that was causing them ‘high’ or ‘very high’ distress.
Table 11 shows that the Restrictive Emotionality subscale of the GRCS-I had 
the strongest negative correlation with all subscales of the GHSQ. This finding 
indicates that men who score higher on the Restrictive Emotionality subscale of 
the GRCS-I were significantly less likely to seek either informal help if they 
were experiencing either ‘high’ or ‘very high’ distress and formal help if they 
were experiencing ‘very high’ distress. Men who scored more highly on the 
Restrictive Affectionate Behaviour Between Men subscale were significantly 
less likely to seek informal help and men who scored more highly on the 
Success Power and Competition subscale were significantly less likely to seek 
formal help.
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Association between conformity to masculine norms and gender role conflict.
This was investigated using Pearson product moment correlation coefficient. 
There was a strong positive correlation between the two variables, r  = .563, n = 
\ 1 5 , p <  .01 , with high levels of conformity to masculine norms associated with 
high levels of gender role conflict (for correlation coefficients between the 
individual subscales of the CMNI-46 and GRCS-I, refer to Appendix Q)
Summary of analysis relating to potential mediators
The Emotional Control subscale of the CMNI-46 demonstrated the most 
significant differences between groups, with men in the intermediate and lower 
occupational groups scoring significantly higher on this subscale than men in 
the ‘higher’ (managerial and professional) occupational group. The Emotional 
Control subscale o f the CMNI-46 was also most strongly negatively correlated 
with all aspects of help seeking. However, men in the never worked/long term 
unemployed group scored significantly higher on the Restrictive Emotionality 
subscale. The Restrictive Emotionality subscale of the GRCS-I was most 
strongly negatively correlated with all aspects of help seeking. Therefore 
Emotional Control, Self-Reliance and Restrictive Emotionality are considered 
as potential mediators to the relationships between occupational status and 
informal help seeking. The nonlinear relationships between formal help seeking 
and occupational status meant that examining mediation would be highly 
complex and outside the scope of this current study.
Mediation analysis
The above analysis showed that Emotional Control, Self-Reliance and 
Restrictive Emotionality were negatively associated with SES and negatively 
associated with informal help seeking for high distress. They were therefore 
included in a mediation analysis to examine whether they mediated some or all 
of the association between SES and informal help seeking. Mediation was
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investigated by calculating 95% confidence intervals for the indirect effect of 
the IV (occupation entered as a trend variable) on the DV (likelihood of seeking 
informal help if  experiencing high distress) through the three mediators. The 
potential mediators were first included individually in three separate mediation 
analyses and finally they were included together. The subscales were entered 
individually to ascertain the indirect effects of the individual subscales and 
simultaneously so that the indirect effects of the different subscales could be 
investigated whilst controlling for the effect of the other scales.
Single mediator analysis
To examine mediation effects in the relationship between occupation (IV) and 
likelihood of seeking informal help if experiencing high distress (DV), 
mediation analysis was carried out using the INDIRECT macros (Preacher & 
Hayes, 2008). Emotional Control, Self-Reliance and Restrictive Emotionality 
were separately included as potential mediators (M) (Figure 3).
Likelihood o f seeking
Occupation help
(IV)
c
(DV)
Emotional Control 
(M l)
Self-Reliance (M2)
Or
Restrictive 
Emotionality (M3)Occupation Likelihood of 
seeking help
(IV)
(DV)
Figure 3: Illustration o f the pathways in the predictive relationship with single 
mediators
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The estimated regression coefficient for the total effects (path c) confirmed the 
findings in the previous sections that occupation significantly predicts 
likelihood of seeking informal help if experiencing ‘high’ distress (Table 11). 
Occupation also significantly predicts scores on the Restrictive Emotionality 
subscale of the GRCS-I, Emotional Control subscale of the CMNI-46 and the 
Self Reliance subscale of the CMNI-46 (path a). All of the potential mediators 
individually predicted intentions to seek informal help if experiencing high 
distress (path b). Bootstrap confidence intervals did not encompass zero 
between the upper and lower bounds, indicating that the true indirect effects are 
unlikely to be zero. The direct path (d) was also no longer significant.
Multiple mediator analysis
As the Emotional Control, Self-Reliance and Restrictive Emotionality subscales 
individually mediated the relationship between occupation and likelihood of 
seeking informal help if experiencing high distress, they were entered into a 
multiple mediation analysis (Figure 4).
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Restrictive Emotionality
Self-Reliance
Emotional Control
Occupation
(IV)
Likelihood of seeking 
help
(DV)
Occupation
(IV)
Likelihood o f seeking 
help
(DV)
Figure 4: Illustration o f the pathways in the predictive relationship with 
multiple mediators
There were significant indirect effects (axb) only for the Emotional Control 
subscale of the CMNI-46 (Table 12). The indirect effects (axb) were not 
significant for the Self Reliance subscale of the CMNI-46 and Restrictive 
Emotionality subscale of the GRCS-L This shows that when the mediators were 
included together, only Emotional Control mediated the relationship between 
occupation and likelihood of seeking informal help if experiencing high 
distress. The direct effect (c’) was no longer significant once these mediators 
were entered into the model.
Throughout the analyses, the assumptions o f the regression models that 
constitute the mediation analysis were examined. The residuals were roughly 
normally distributed.
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DISCUSSION
Summary of findings
The current study investigated whether men whose SES indicated greater 
disadvantage would be less likely to seek help if  experiencing psychological 
distress. It also investigated whether conformity to masculine norms and 
gender role conflict mediated the relationship between SES and likelihood 
of help seeking.
Consistent with hypothesis one, men in categories of occupation indicative 
of greater disadvantage tended to exhibit less intention to seek informal 
help. There was a significant difference between occupational groups in 
terms of likelihood of seeking informal help if experiencing ‘a personal or 
emotional problem that was causing high distress’ and a trend was observed 
(although not significant) if this problem was causing ‘ very high distress’. 
A different pattern was seen for intentions to seek formal help. Contrary to 
hypothesis one, men who had never worked or were long term unemployed 
were more likely to seek formal help than men whose occupations feel in 
the ‘intermediate/lower’ category. After adjusting for age and marital status, 
the difference was only significant when experiencing ‘high distress’. When 
occupation was fitted as a trend variable, there was no significant evidence 
of an effect. One possible explanation for this finding is that men who are 
long term unemployed or who have never worked may have a physical or 
mental health problem which prevents them from working. They might have 
to engage with formal help sources (e.g. GP, Mental Health Professional, 
social worker, etc.) in order for their ability to work to be assessed and to 
ensure they are in receipt of the necessary benefits. This tentative hypothesis 
may be supported by the fact that men in the long term unemployed/never 
worked group scored similarly across both informal and formal subscales of 
the GHSQ. They indicated that they would be ‘likely’ to seek help from 
either source if  they were experiencing psychological distress, whereas for
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example, men in the intermediate/lower occupational category indicated 
they were ‘likely’ to seek informal help but ‘unlikely’ to seek formal help.
Considering the supplementary indicators o f SES, there was support for 
hypothesis one. Men who owned a car reported being significantly more 
likely to seek informal help, whether experiencing ‘high’ or ‘very high’ 
distress. The same pattern was observed with likelihood o f seeking formal 
help, but this was not significant. In terms o f educational attainment, there 
was a pattern in support of hypothesis one, whereby men who were 
graduates were more likely to seek informal help and men with no formal 
qualifications/GCSEs or equivalent the least likely to seek this type o f help. 
However, contrary to hypothesis one but similar to the findings for 
occupation and likelihood of seeking formal help, a pattern was observed 
whereby men in the educational categories indicating greater disadvantage 
were more likely to seek formal help than men in both the other educational 
categories. In terms o f housing tenure, there was a pattern observed in 
support o f hypothesis one, whereby men who lived with their parents were 
the least likely to seek formal help and men who owned their own home the 
most likely, whether experiencing ‘high or ‘very high’ distress. However, no 
clear patterns were observed in terms of housing tenure and likelihood of 
seeking formal help.
In this study conformity to masculine norms and gender role conflict were 
considered as potential mediators o f any relationships between SES and 
likelihood o f seeking help. Study findings were that the Emotional Control 
and Self Reliance subscale o f the CMNI-46 and the Restrictive Emotionality 
subscale of the GRCS-I demonstrated the most significant differences 
between occupational groups, with men in the occupational groups 
indicating greater disadvantage scoring significantly higher on these 
subscales than men in the other occupational groups. These three subscales 
were also most strongly negatively correlated with all aspects o f help 
seeking behaviour.
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The formal mediation analysis showed that when entered individually, the 
subscales all fully mediated the relationship between occupation and 
informal help seeking if experiencing ‘high’ distress. However, when 
entered simultaneously, only the Emotional Control sub scale significantly 
mediated the difference. This finding indicates that being socialised to avoid 
verbally expressing feelings to avoid feeling weak and vulnerable appears to 
be a consistent mediator o f the relationship between socioeconomic status 
and help seeking intentions.
How consistent are the findings of the current study with previous 
empirical research and how do they add to knowledge
Association between socioeconomic status and help seeking fo r  
psychological distress
As mentioned in the introduction of this study, there is little empirical 
research which explores SES and the help seeking behavior o f men. Most o f 
the research explores the relationship between SES and suicide. Although 
the current study did not focus on suicide, it could be hypothesised that men 
not seeking help when they are experiencing high levels o f psychological 
distress gives some indication of suicide risk. This is especially so when one 
considers the findings by the Mental Health Foundation (“suicide,” 2012) 
who found that only a quarter o f men who commit suicide were in contact 
with Mental Health services, which suggests that the majority o f men are 
not accessing support when they are very highly distressed. Kreitman et al. 
(1991) found that men in their mid-years in the ‘lowest’ occupational 
category were at the highest risk of suicide. It is important to note that 
Kreitman et al. (1991) did not include men who were unemployed in their 
study. Consistent with their study, the current study found that men in the 
intermediate/lower occupational group were the least likely to seek formal 
help and less likely than men in the managerial and professional occupations 
to seek informal help.
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The finding in this study that men who were long term unemployed/never 
worked, had no car and lived in rented accommodation were less likely to 
seek informal help is consistent with the findings by Lewis and Slogget 
(1998). However, contrary to their findings, men who were long term 
unemployed/never worked were significantly more likely to seek formal 
help than men in the intermediate/lower occupations. One hypothesis for 
this finding is that although men in this group may be more likely to seek 
formal help, they also may be more at risk from mental health problems.
This hypothesis is supported by the findings from previous empirical 
research (e.g. Banks & Jackson, 1985) that unemployment increases the risk 
of psychiatric disorders (as well as mental health problems increasing the 
probability of being unemployed and/or experiencing exclusion in the 
employment field).
There were some discrepant findings in previous research about educational 
attainment and suicide. Lorant et al. (2005) found that men with the lowest 
level of education were twice more likely to commit suicide than men who 
had a higher level of educational attainment, whereas Lewis and Sloggett 
(1998) did not find any relationship between education and suicide. In the 
present study, there were no significant differences between educational 
attainment groups in terms of likelihood of seeking help for psychological 
distress. However, a pattern was observed, whereby men who were 
graduates were more likely to seek informal help than other educational 
groups, but men in the no formal qualifications/GCSE educational group 
were the most likely to seek formal help. One possible hypothesis for this 
finding could be that men in this educational category were more likely to 
be in the long term unemployed/never worked category and, as highlighted 
previously in this section, be more accustomed to engaging with formal help 
sources.
The role o f  conformity to masculine norms and gender role conflict in the 
relationship between SES and help seeking
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The finding in the current study indicated that the constructs o f conformity 
to masculine norms (as measured by the CMNI-46) and gender role conflict 
(as measured by the GRCS-I) are positively correlated is supported by 
previous literature that has found this relationship between the two measures 
(Mahalik et ah, 2003).
The findings from the current study about the relationship between SES and 
gender role conflict demonstrate mixed support in terms of previous 
literature. Stillson et al. (1991) found that men’s GRCS-I scores decreased 
as their educational and occupational status increased and the strongest 
negative correlation was between the Restrictive Emotionality subscale and 
SES. The latter finding was supported in this study, with men who had 
never worked or were long term unemployed significantly more likely to 
score highly on the Restrictive Emotionality subscale than men in both other 
occupational groups. There was also a trend in the predicted direction on the 
Restrictive Affectionate Behaviour Between Men subscale, although this 
was not significant. Contrary to the Stillson et al. (1991) study, men in the 
managerial and professional occupations scored significantly higher than 
men in the never worked/long term unemployed category on the Success, 
Power and Competition and Conflict Between Work and Leisure subscales 
o f the GRCS-I.
The overall finding that gender role conflict negatively correlates with help 
seeking behaviour is supported by previous literature (O’Neil, 2008). The 
finding that the Restrictive Emotionality and Restrictive Affectionate 
Behaviour Between Men were the two subscales o f the GRCS-I that were 
most significantly negatively correlated with the likelihood o f seeking help 
if experiencing psychological distress is consistent with the study by Tsan et 
al. (2011). The finding o f this significant relationship in the current study is 
important because it demonstrates that higher scores on Restrictive 
Emotionality impact all aspects o f help seeking, not just formal support. 
Furthermore, it extends the finding that it is not just attitudes to help seeking 
but purposeful intentions that are affected.
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The findings that men who scored higher on the GRCS-I were less likely to 
seek support was also consistent with the findings o f Pederson & Vogel 
(2007). However, in the Pederson & Vogel (2007) study, they found that all 
the subscales o f the GRCS-I significantly correlated with attitudes to 
seeking professional psychological support. Furthermore, when measuring 
intentions to seeking counselling (which is most closely related to the help 
seeking measure used in this study, although it is still restricted to only 
measuring one dimension of help seeking behaviour), they found a negative 
correlation with this measure and all the subscales o f the GRCS-I, but this 
was not significant.
Consistent with previous literature was the finding o f a significant negative 
relationship between conformity to masculine norms and help seeking 
behaviour. This was similar to findings by Vogel et al. (2011). They found a 
significant relationship between conformity to masculine norms and 
attitudes to help seeking, but contrary to this research they found that self­
stigma as a mediator seemed to be a more proximal indicator than masculine 
norms to help seeking. Vogel et al.’s (2011) study was technically different 
in the sense that they measured attitudes to help seeking rather than 
intentions.
Practical implications
The finding in this study that overall men whose SES indicates greater 
disadvantage are less likely to seek informal help if  experiencing 
psychological distress has important practical implications. The following 
section considers the implications from both an individual perspective and a 
wider societal perspective.
From a wider societal perspective, different services have increasingly been 
considering how to organise themselves to facilitate men accessing support 
if  they are experiencing psychological distress. For example, the Samaritans 
(2012) report suggests that suicide prevention strategies should include
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explicit aims to reduce socio-economic inequalities in suicide. In 2010, the 
Samaritans launched a campaign to encourage men to ‘talk about their 
feelings’ (Samaritans, 2010) using a poster campaign depicting various men 
(such as a boxer, a soldier and a workman). They undertook in depth 
interviews with ‘working class’ men to develop the wording and the 
imagery and wording in the campaign. The response from the poster 
campaign was that men felt that these depictions represented the ‘everyday’ 
man seeking help. This type o f campaign may go some way to reducing the 
‘othering’ o f mental health problems, which Cohen (2012) found distanced 
men from experiencing mental health problems and further maintained the 
discourse that men should be able to cope with distress and are resilient. 
Furthermore, the campaign encourages men to talk about their feelings, not 
just through Samaritans’ confidential helpline but also to family, friends, 
colleagues or professionals.
The overall finding in this study that men are more likely to seek formal 
help if  they are experiencing a personal or emotional problem that is causing 
them ‘very high’ distress rather than ‘high distress’ seems to support the 
research by Chandler (2012) who found that use o f formal support remains 
primarily associated with moments o f crisis. She argued that the focus of 
encouraging help seeking behaviour in men should be around how to build 
up access to both informal and formal help in advance of a crisis. However, 
it is important to note that men in the intermediate/lower occupational 
groups were still ‘unlikely’ to seek any formal support. Although the 
mediation analysis in this study only considered the gender variables and 
informal help seeking if experiencing ‘high’ distress, one could hypothesise 
that seeking formal help (for example, approaching the GP for help when 
experiencing psychological distress) is considered ‘unmasculine’ and 
avoided (Vogel & Pederson, 2007). The British Psychological Society 
(BPS; 2011) commissioned a report in response to the Department o f Health 
regarding a consultation on preventing suicide. They highlight the 
importance o f increasing access to various sources of support, such as phone 
lines and internet sites and they highlight new internet initiatives such as
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‘Big White Wall’, which provides a safe and confidential space for people 
to connect with each other. They also point out that the Samaritans have 
developed emailing and text services as an adjunct to their helpline. It is 
hoped that this will encourage men to seek more sources o f support more 
readily if  they are distressed and subsequently reduce their risk o f suicide.
Considering the centrality o f conformity to masculine norms and gender 
role conflict in the relationship between SES and likelihood o f seeking help, 
what factors might professionals consider when working with individual 
men in clinical settings? Adopting a social constructionist perspective that 
the concept o f ‘masculinity’ is viewed not as a biological given, but as a 
construction resulting from various factors, such as cultural, environment 
and societal, it seems imperative that these factors are considered in relation 
to a man’s socioeconomic position. Miller & McClelland (2006) point out 
that although there is a plethora of research documenting the relationship 
between socioeconomic equalities and physical and mental health, it 
remains peripheral to clinical psychology theory and practice. They suggest 
using a ‘social inequalities formulation’ in clinical practice which enables 
the clinician to be able to consider how SES influences both access to 
resources and how they influence the client’s presenting difficulties from 
different perspectives (cognitively, behaviourally, relationally).
Parent and Moradi (2011) discuss how the CMNI-46 could be applied to 
clinical work. They point out that the CMNI-46 is an abbreviated tool which 
could be easily incorporated into a clinical assessment and could be used to 
assess and facilitate discussions about the role o f gender conformity (or 
nonconformity) in the client’s life. Integrating issues of gendered roles 
within the construction o f a clinical formulation may allow for consideration 
o f how such roles may have influenced the client’s presenting difficulties. 
One advantage of using the CMNI-46 is that it recognises that conformity 
(or non-conformity) to gendered norms has both adaptive (and neutral) 
aspects. This reflects Hammer & Good’s (2010) study which heeds caution 
at adopting a purely ‘deficit’ model when exploring the relationship
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between conformity to masculine norms and psychological distress. Further 
research from a positive psychology perspective would be able to explore 
the relationship between how masculine norms relate to psychological 
change in therapy.
Kingerlee (2012) draws on the evidence of high, and increasing, rates of 
male suicide and theories o f masculinity and concludes that it may be 
possible that some men exhibit a ‘male specific’ profile (MSP) which 
consists o f components such as emotional inhibition, reduced emotional 
repertoire and shame avoidance, amongst others. He conceptualises a male- 
specific cognitive behavioural therapy intervention which draws these 
factors together in a formulation and considers how they maintain the 
client’s presenting difficulties.
At a wider societal level, the finding in the current study that men aged 
between 18-24 demonstrate higher conformity to masculine norms than the 
other age groups lends credence to the hypothesis that men are still exposed 
to strong cultural messages growing up (Kingerlee, 2012) and there are a 
common set of expectations in regard men’s behaviour, for example, men 
should not be emotionally expressive, should be stoic and self-reliant. 
Considering the wide evidence base of empirical literature which 
demonstrates that increased gender role conflict significantly correlates with 
depression, anxiety and self-esteem amongst other difficulties (O’Neil, 
2008), the finding that men in the 18-24 age group scored significantly 
higher on the GRCS-I compared to other age groups is sobering and has 
important practical implications. Considering the practical implications on a 
societal level, Addis and Cohane (2005) suggested that if  boys were 
encouraged to challenge certain cultural messages about strict adherence to 
gendered roles, this might result in a more positive perspective on seeking 
help. They suggest implementing psychoeducational progranimes that target 
boys, parents and teachers and promote emotional expression and help 
seeking.
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Limitations and future directions
Several limitations o f this study are noteworthy . First, although efforts were 
made to get a broad range o f men from different socioeconomic 
backgrounds, the distribution o f socioeconomic categories in this study was 
heavily weighted towards ’higher’ occupational categories. As highlighted 
in the participant characteristics section, 50.3% of men fell into the ‘higher 
managerial or lower managerial administrative and professional’ 
occupational categories while only 13 men (7.4%) were unemployed. 
Similarly, well over half the sample (57.1%) had attained an Undergraduate 
or Postgraduate degree. Although the lead researcher aimed to get a broad 
range of respondents by ‘targeting’ male celebrities who may be considered 
‘working class’ and approaching men in a traditionally ‘working class’ town 
in Hampshire, most of the participants seemed to be accessed through 
‘snowballing’ using social media sites. Similarly, in terms of ethnicity, the 
sample was heavily weighted, with White (British, Irish or other) making up 
96% o f the sample and Black or ethnic minorities making up the remaining 
4%. The lead researcher is from a White, ‘middle class’ background and this 
obviously influenced the people who were targeted and thus responded to 
the web survey. Consequently, the results o f this study should be 
generalised with caution. Future research could replicate this study (using 
the NS-SEC; ONS, 2010) but use stratified sampling, for example, targeting 
the population so that 33% of the participants would have worked in 
managerial or professional occupations; 33% in intermediate or lower 
occupations and 33% never worked or long term unemployed. O f course, 
there are limitations to gathering data in this way too-this way o f gathering 
data requires more understanding and planning regarding targeting certain 
populations and therefore is more time consuming. However, because SES 
is a under researched variable in terms of men seeking support, despite there 
being strong empirical evidence that SES has an impact on both the physical 
and mental health of men, it seems imperative that more research is 
undertaken addressing this issue and that further thought is given on how to 
reach men from diverse backgrounds (both in terms o f SES and ethnicity).
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The current study included occupation as the primary indicator o f SES and 
educational attainment, car ownership and housing tenure as supplementary 
indicators of SES. The rationale for this draws on Graham’s (2004) 
argument-that occupation is an excellent measure o f SES because it captures 
not only what job people do, but is also reflective o f educational 
achievement needed for that particular occupation, status and income 
(wealth). However, using supplemental indicators of SES allowed a more 
detailed exploration o f the relationship between SES and help seeking 
behaviour. However, a limitation o f using multiple proxy measures o f SES 
was that initial analysis involved exploring the relationship between SES 
and the dependent variables separately. This made drawing conclusions 
from the data challenging. The NS-SEC measurement of occupation used in 
the current study is considered a composite measure by Oakes (2011) 
because it measures several aspects of an individual’s job and employment 
relations to calculate a scalar measure o f SES. However, it could be argued 
that it relies heavily on occupational groups, which does not capture the 
complexity o f SES. This taps into a wider issue about the need for further 
research into SES. Oakes & Rossi (2003) argue that one o f the primary 
issues is developing a consensus of a definition of what one is trying to 
capture when measuring SES. Following on from this is the lack of sound 
measurement theory which is applied to the construction o f SES measures. 
Oakes and Rossi (2003) argue that future research should involve subjecting 
SES measures to psychometric evaluation and rigour, as this would allow 
researchers to open up empirical debate on how best to measure this 
complicated construct.
A particular strength o f this study is that it measured intentional help 
seeking for psychological distress, whereas a lot o f the previous literature 
focuses on attitudes to seeking help. Considering the Theory o f Planned 
Behaviour literature (Ajzen, 1991) which links intention as closer to actual 
behaviour, it seems imperative that future research widens its scope to 
include intentional help seeking. Future research also needs to capture
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different sources of help seeking, not just counsellors or psychologists (as 
previous literature has primarily focused on). Understanding where and to 
whom men turn to when they are experiencing psychological distress will 
enable further consideration around how men can best be supported.
Conclusions
Despite limitations relating to numbers o f more disadvantaged men included 
in the sample, this study does show variations in likelihood o f help seeking 
by socioeconomic status.
The pattern for informal help seeking was that men in categories o f 
occupation indicative o f greater disadvantage tended to exhibit less intention 
to seek informal help. However, the pattern for formal help seeking was 
more complex, with men in categories o f occupation indicative o f greater 
disadvantage seemingly more likely to seek formal help. The relationship 
between occupation and intention to seek informal help if  experiencing high 
distress was most strongly and consistently mediated by the Emotional 
Control subscale o f the CMNI-46. These findings suggest that it would be 
beneficial to focus future research on the development of interventions 
which influence this variable with the aim o f encouraging more men who 
are experiencing psychological distress to seek help.
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Appendix A: Demographics questionnaire
1. A ge:______
2. Present Marital Status:  Married/Living with partner/Civil
Partnership  Single  Divorced/Separated Widowed
3. Ethnicity:
White
 British  Irish Any other White background
Mixed
 White and Black Caribbean White and Black African
White and Asian Any other Mixed background
Asian or Asian British
 Indian Pakistani Bangladeshi Any other Asian
background
Black or Black British
 Caribbean African Any other Black background
Chinese or other ethnic group
 Chinese Any other ethnic group
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Appendix B: Occupational measure (National Statistics Socio-economic 
Classification (NS-SEC) based on SOC2010)
Occupation
Occupational status
_________ employed (go to question 2)
_________ unemployed (for more than a year*) (go to education section)
_________ unemployed due to temporary sickness, ill-health or injury (go to
education section)
_________ permanently unable to work because o f illness or disability (go
to education section)
_________ full time house husband (go to education section)
_________ in full time education (go to education section)
*if unemployed for less than a year, please answer the following questions 
about your last main job.
11 ) Industry description 
What does (did) the firm you work (worked) for mainly make or 
do?
a. Occupation title 
What is (was) your main 
job___________________
4. Occupation description 
What do (did) you mainly do in your last 
job? 
5. Are (were) you working as a _____ employee (go to question
6 )______ self employed (go to question 8)
(a) Supervisory status 
In your current (or most recent job) did you have any formal responsibility 
for supervising the work o f other employees?_________ yes (go to question
7 )____________ no (go to question 7)
7. How many people work (or worked) for your employer at the place 
where you worked?
■_____ 1 to 24__________25-499____________500 or more employees
8. Do (did) you w ork______________ on your own/with partner(s) but
no employees_______
with employees (go to question 8)
9. How many people do (did) you employ at the place where you
201
worked?
_1  to 24_________ 25-499   500 or more employees
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Appendix C: Examples o f  occupational groups in each category o f  the 
National Statistics Socio-economic Classification (NS-SEC) based on
SOC2010.
NS-SEC Occupational categories Examples o f Occupations in this category
Higher Managerial and Professional Directors, Dentists, Doctors, Lawyers
Lower Managerial and Professional Teacher, Nurses, Journalists
Intermediate Police Officers; Secretaries; Clerical 
Officers
Small Employers and Own Account Shopkeepers ; Hairdresser and Garage
Workers Proprietors
Lower Supervisory and Technical Electricians; Train Drivers; Chefs
Semi-Routine Dental Nurses; Fitness Instructors
Routine Waiters; Cleaners; Hairdressers
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Appendix D: Measure o f  educational attainment
Education
Tick the highest level o f education achieved
 no formal qualifications
 less than 5 GCSEs
 more than 5 GCSEs/apprenticeship/NVQ Level 2/GNVQ
AS/A-Levels/Advanced GNVQ
 Undergraduate degree
 Postgraduate
  Other. Please
specify________________________________________________
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Appendix E: Housing and car ownership measure
Ownership
1. Do you;
______ Own your own home______ rent
_________________ other (please specify)
2. Do you own a car?
no one two or more
205
Appendix F: Conformity to Masculine Norms Inventory-46 (Parent &
Moradi, 2009)
T h e n e x t  se c t io n  c o n ta in s  a s e r ie s  o f  s t a t e m e n t s  a b o u t  h ow  m e n  m ig h t th in k , fe e l  or b e h a v e . T h e  
s ta t e m e n t s  a r e  d e s ig n e d  to  r n e a su r e  a t t i tu d e s , b e lie fs , an d  b e h a v io r s  a s s o c ia t e d  w ith  both  
trad itio n a l an d  n o n -tra d itio n a l m a sc u lin e  g e n d e r  r o le s .
Thinking about your own actions, feelings and beliefs, p le a s e  in d ic a te  h o w  m u c h  you personally  
agree or disagree with each statem ent by c h o o s in g  S tr o n g ly  D isa g r e e , D is a g r e e , A g r e e  o r
Strongly
disagree
Disagree Agree s trong ly
agree
In general, I w ill do anyth ing to 
win O O O O
I f  I could, I would frequently  
change sexual partners O o o O
I hate asking fo r help o o o o
I believe th a t violence is never 
justified o o o o
Being thought o f as gay is not a 
bad th ing o o o o
In general, I do not like risky 
situations o o o o
Winning is not my firs t p rio rity o o o o
I enjoy taking risks o o o o
I am disgusted by any kind o f 
violence o o o o
I ask for help when I need it o o o o
My work is the most im portan t 
part o f my life o o o o
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I would only have sex if I was in 
a com m itted relationship O o o o
I bring up my feelings when 
talking to  others O o o o
I would be furious if someone 
thought I was gay o o o o
s trong ly
disagree
Disagree Agree strong ly
agree
I don 't m ind losing O O O O
I take risks O o o o
I t  would not bother me at all if 
someone thought I was gay o o o o
I never share my feelings o o o o
Sometimes v io lent action is 
necessary o o o o
In general, I control the women 
in m y life o o o o
I would feel good if I had many 
sexual partners o o o o
I t  is im portan t fo r me to  win o o o -o
I don 't like giving all my 
attention to  work o o o o
I t  would be awful if people 
thought I was gay o o o o
I like to ta lk  about my feelings o o o o
I never ask fo r help o o o o
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More often than not, losing does 
not bother me O o o o
I frequently  put m yself in risky 
situations O o o o
Women should be subservient to 
men o o o o
strong ly
disagree
Disagree Agree strong ly
agree
I am w illing to get into a 
physical fig h t if  necessary O O O O
I feel good when work is my firs t 
p rio rity O o o o
I tend to keep my feelings to  
m yself o o o o
Winning is not im portan t to  me o o o o
Violence is a lm ost never justified o o o o
I am happiest when I'm  risking 
danger o o o o
I t  would be enjoyable to  date 
more than one person at a tim e o o o o
I would feel uncom fortable if 
someone though t I was gay o o o o
I am not ashamed to  ask fo r 
help o o o o
Work comes firs t o o o o
I tend to share my feelings o o o o
No m a tte r w hat the s ituation I 
would never act v io len tly o o o o
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Things tend to  be be tte r when 
men are in charge O o o o
I t  bothers me when I have to 
ask fo r help o o o o
I love it when men are in charge 
of women o o o o
s trong ly
disagree
Disagree Agree s trong ly
agree
I hate it when people ask me to 
ta lk  about my feelings O O O O
I try  to avoid being perceived as 
gay
O O o O
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Appendix G: Gender Role Conflict Scale-1 (O N eil et al. 1986)
I n s tr u c t io n s : In th e  s p a c e  to  th e  le ft o f  e a c h  s e n t e n c e  b e lo w , w rite  th e  n u m b e r  th a t  m o s t  c lo s e ly  
r e p r e s e n ts  t h e  d e g r e e  th a t  y o u  A g r e e  o r  D isa g r e e  w ith  th e  s t a t e m e n t .  T h er e  Is n o  r ig h t o r  w ro n g  a n s w e r  
to  e a c h  s ta t e m e n t ;  y o u r  o w n  rea c tio n  Is w h a t  Is a sk e d  for.
Moving up the 
career ladder is 
im portan t to  me
I have d ifficu lty  
te lling others I care 
about them
Verbally expressing 
my love to  another 
man is d ifficu lt fo r 
me
I feel to rn  between 
my hectic work 
schedule and caring 
fo r m y health
Making money is 
part o f my idea o f 
being a successful 
man
Strong em otions are 
d ifficu lt fo r me to  
understand
Affection w ith  o ther 
men makes me 
tense
I som etimes define
Strongly
Agree
6
O
O
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
o
c
c
c
o
c
c
c
d
s trong ly
Disagree
1
O
o
o
o
o
o
o
o
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my personal value 
by my career 
success
Expressing feelings 
makes me feel open 
to  a ttack by o ther 
people
O o o o o o
Expressing my 
emotions o ther men 
is risky
O o o o c o
My career, job  or 
school affects the 
quality o f my leisure 
or fam ily  life.
o o o o c o
s t r o n g ly
A g r e e
6 5 4 3 2
s tr o n g ly
D isa g r e e
1
I evaluate other 
people's value by 
their level of 
achievem ent and 
success
o o o o o o
Talking about my 
feelings during 
sexual relations is 
difficult for me
o o o o o o
I worry about failing 
and how it affects my 
doing well as a man
o o o o o o
I have difficulty 
expressing my 
emotional needs to 
my partner
o o o o o o
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Men who touch other 
men make me  
uncomfortable
O o o o o o
Finding time to relax 
is difficult for me
O o o o o o
Doing well all the 
time is important to 
me
o o o o o o
I have difficulty 
expressing my tender  
feelings
o o o o o o
Hugging other men is 
difficult for me
o o o o o o
I often feel that I 
need to be in charge  
of those around me
o o o o o o
Telling others of my 
strong feelings is not 
part of my sexual 
behaviour
o o o o o o
Competing with 
others is the best  
way to succeed
o o o o o o
s t r o n g ly
A g r e e
6 5 4 3 2
s tr o n g ly
D is a g r e e
1
Winning is a measure  
of my value and 
personal worth
o o o o o o
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I often have trouble 
finding words that 
describe how I am 
feeling
O o o o o o
I am som etim es  
hesitant to show my 
affections to men 
because of how 
others might 
perceive me
O o o o o o
My needs to work or 
study keep me from 
my family or leisure 
more than I would 
like
o o o o o o
I strive to be more 
successful than 
others
o o o o o o
I do not like to show  
my emotions to other 
people
o o o o o o
Telling my partner 
my feelings about 
him/her during sex  is 
difficult for me
o o o o o o
My work or school 
often disrupts other 
parts of my life 
(hom e, family, 
health, leisure)
o o o o o o
I am often concerned a
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about how others  
evaluate my 
performance at work 
or school
Being very personal 
with other men 
makes me feel 
uncomfortable
O O o o o o
s t r o n g ly
A g r e e
6 5 4 3 2
s tr o n g ly
D isa g r e e
1
Being smarter or 
physically stronger  
than other men is 
important to me
o o o o o o
Men who are overly 
friendly to me make 
me wonder about 
their sexual 
preference (men or 
women)
o o o o o o
Overwork and stress  
cause by a need to 
achieve on the job or 
in school,
affects/hurts my life.
o o o o o o
I like to feel superior 
to other people
o o o o o o
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Appendix H: General Help Seeking Questionnaire (Wilson et al. 2005)
If y o u  w e r e  h a v in g  a p e r so n a l or  e m o tio n a l p ro b lem  h a t w a s  c a u s in g  y o u  s o m e  d is t r e s s ,  h o w  likely  is 
th a t y o u  w o u ld  s e e k  h e lp  fro m  th e  fo llo w in g  p e o p le ?
E x trem ely
U n lik ely
1 2
U nlikely
3 4
Likely
5 6
E x trem ely
Likely
7
In tim a te
p a rtn e r  ( e .g . ,
g ir lfr ien d ,
b o y fr ien d ,
h u sb a n d ,
w ife ,
d e ' f a c to )
o o o o o o O
Friend (n o t  
re la ted  to  
y o u )
o o o o o o o
P arent o o o o o o o
O ther
r e la t iv e /
fam ily
m e m b e r o o o o o o o
M ental h ea lth
p r o fe ss io n a l
( e .g .
p sy c h o lo g is t ,  
soc ia l w ork er;  
c o u n se llo r )
o o o o o o o
P hon e  
h elp lin e  
( e .g .  L ifeline)
o o o o o o o
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D octor/G P o o o o o o o
M inister or
re lig io u s
le a d e r
( e .g .  P riest,
R abbi,
C h ap la in )
o o o o o o o
I w o u ld  n o t  
s e e k  h elp  
from  
a n y o n e
o o o o o o o
E x trem ely
U n likely
1 2
U n likely
3 4
Likely
5 6
E x tr e m e ly
Likely
7
I w ou ld  s e e k  
h elp  from  
a n o th e r  n ot  
listed  a b o v e  
(p le a s e  list in 
th e  s p a c e  
p ro v id ed .
o o o o o o o
( e .g .  w ork  c o l le a g u e . If n o , le a v e  b lan k )
If y o u  w e r e  h a v in g  p e r so n a l an d  e m o tio n a l p r o b le m s th a t  w e r e  c a u s in g  y o u  s ig n if ic a n t  d is t r e s s ,  h ow  
likely  is th a t  y o u  w o u ld  s e e k  h e lp  from  th e  fo llo w in g  p e o p le ?
E x trem ely
U nlikely
1 2
U n likely
3 4
Likely
5 6
E x tr e m e ly
Likely
7
In tim a te
p a rtn e r  ( e .g . ,
g ir lfr ien d ,
b o y fr ien d ,
h u sb a n d ,
w ife ,
d e ' fa c to )
o o o o o o O
Friend (n o t  
re la ted  to o o o o o o o
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y o u )
P aren t o o o o o o o
O th er
r e la t iv e /
fa m ily
m e m b e r o o o o o o o
M ental h ea lth
p r o fe ss io n a l
( e .g .
p sy c h o lo g is t ,  
so c ia l w o rk er , 
c o u n se llo r )
o o o o o o o
E x trem ely
U n likely
1 2
U n likely
3 4
Likely
5 6
E x trem ely
Likely
7
P h on e  
h e lp lin e  
( e .g .  L ifeline)
o o o o o o O
D octo r /G P o o o o o o o
M inister or
r e lig io u s
le a d e r
( e .g .  P riest,
R abbi,
C h ap la in )
o o o o o o o
I w o u ld  n ot  
s e e k  h e lp  
from  
a n y o n e
o o o o o o o
I w o u ld  s e e k  
h elp  fro m  
a n o th e r  not  
listed  a b o v e  
( p le a s e  list in 
th e  s p a c e  
p r o v id e d .
o o o o 0 o o
( e .g .  w o rk  c o l le a g u e .  If n o , le a v e  b lan k)
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Appendix I: Research poster
CALLING ALL MEN aged 18-79
★  ★  ★  ★  ★  
WE NEED
YOU!
I am carrying out research into men's health for my doctorate into clinical 
psychology at the University of Surrey. It takes 15 minutes to complete the 
survey. Feel free to contact Tanya Corker on t.corker@surrey.ac.uk of you 
have any questions. Thank you! Survey address below:
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Appendix J: Ethical approval confirmatory letter
Chair’s Action
Ref: 736-PSY-12 (with conditions)
Name of Student: TANYA CORKER
Title of Project: The association  between socioeconom ic 
s ta tu s  and m en’s  help seeking for 
psychological d istress: The role of 
conform ity to m asculine norm s and 
gender role conflict.
Supervisor: LINDA MORISON, MARY JOHN
Date of submission: 13'" MARCH 2012
Date of re­
submission:
The above Project has been submitted to the FAHS Ethics 
Committee.
A favourable ethical opinion has now been given.
Signed:
Dr Adrian Coyle 
Chair
Dated: 13/03/2013
219
Appendix K: Information sheet 
Information Sheet
The association between socioeconomic status and men’s help
seeking for psychological distress: The role of conformity to
masculine norms and gender role conflict.
Introduction
My name is Tanya Corker and I am a Trainee Clinical Psychologist working 
in the Psychology Department at the University of Surrey, based in 
Guildford. Here, I am a trainee on the three year post graduate training 
programme in clinical psychology. As part o f my training I have to conduct 
research with members o f the public.
What is the study about?
I am researching the impact of socioeconomic status on men’s intentions to 
seek help and I would grateful if  you would help me with this by taking part 
in my study. This is an area that has not been looked at before and I am 
hoping that the findings of the research will help to improve our 
understanding of why some men do not access psychological services, even 
if  they are distressed.
Do 1 have to take part?
No, taking part in this study is entirely up to you. To help you decide 
whether or not to take part, you can talk it over with friends, family, 
colleagues, health professionals and so on. You can also contact me for 
further information and I would be happy to answer any queries. My 
contact details are at the end.
Even if  you agree to take part, you can choose not to answer any o f the 
questions in the questionnaire or you can withdraw from it at any time 
without giving a reason.
What will 1 have to do?
You will be asked to fill out four questionnaires. You have the choice to fill 
out the questionnaires online or you can fill them out by hand. If you found 
out about the research through a poster, then the website address will be on 
the poster and if  you click on the website, you can fill out the questionnaires 
online. My contact details will also be on the poster, so if  you prefer you 
can contact me and I will send you a paper copy o f the questionnaires to fill 
in. I will include a stamped address envelope for you to return the 
questionnaires to me at the University. If I approach you in a store, then 
you will also have the option of completing the questionnaires online and I 
will give you the website details to take away. If you want to fill it out in 
the store, then I will make sure there is a private space where you can fill
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out the questionnaires. Filling out the questionnaires will take 
approximately 15 minutes.
How do I agree to take part?
You will be asked to sign a Consent Form, to say that you have understood 
what the research is all about and that you have had the chance to ask me 
any questions first. The Consent Form also says that all information about 
you is kept confidential in accordance with the Data Protection Act 1998.
Does what I say get shared with anyone else?
What you say will remain confidential and will only be seen by myself.
Your name and all personal details about you will be kept anonymous in the 
study. This includes any information about where you live, your real name, 
your age, gender, ethnicity, religion, etc -  or any other information that 
would identify you personally.
Research is always supervised by someone senior to me, so my research 
supervisor may have access to the information about you during the research 
study. As supervision is to help me ensure I am conducting the research 
properly and according to ethical guidelines, your real name would not be 
used during these sessions and I would use a fictitious name to identify you. 
My supervisor’s name and contact details are at the end.
All information gathered during this research study will be stored securely 
in a locked filing cabinet at the University of Surrey, in accordance with the 
Data Protection Act 1998 and will be destroyed after five years.
What happens when the research study is completed?
Research takes time, often years, to complete. By then you may have 
forgotten about it! But my supervisor and I will be seeking to publish the 
findings of the research. Sometimes we present our research findings at 
meetings (for instance, at service users’ and carers’ support groups or 
conferences). Again, all personal details about you will be kept confidential 
(your real name, your age, etc), and no-one will be able to identify who you 
are.
Reports of my research are often published in academic journals, which the 
general public don’t tend to see. I can send you a copy of the final research 
study if  you would like, plus copies of any articles in which the research is 
published. This piece o f research will be completed September 2013. You 
can visit the University o f Surrey library as a day visitor if you’d like to read 
any o f the journals (you won’t be able to take any books or publications 
away with you, however). I can you give you information about how to do 
that.
What are the benefits of taking part?
Changes to health services are based on the findings of research studies. It 
is only by researching real people and real issues, can we discover what’s
221
working and what needs improving. Your input to this research into men’s 
attitudes to seeking psychological help is therefore vital. While you may 
not see any immediate change or benefit to yourself or your family, you will 
be contributing to an important piece o f research that will improve the 
health treatment and services o f others in the future.
Are there any downsides of taking part?
You may find some o f the questions quite personal. I am not being intrusive 
by asking these questions as they are needed for my research. If you find a 
question too personal or upsetting in any way, you don’t have to answer it. 
We can also take a break at any time during the interview or decide not to 
carry on with it. If this happens and you would like some support 
afterwards, then I can spend some time afterwards with you or you can 
contact your GP or Citizens Advice Bureau. However, should you disclose 
that you or someone else is at risk of harm then I may need to report this to 
an appropriate authority. This would usually be discussed with you first.
What if there is a problem?
If you have any concerns about any aspect o f the way you have been treated 
during the course o f the research study, then you can contact one o f my 
Supervisors. Their names are Linda Morison, and Mary John. Both Linda 
and Mary’s contact details are the end.
Who is organising and funding the research?
The University o f Surrey is organising and funding the research
Has the research been approved by any committee?
The study has been approved by the University o f Surrey Ethics Committee.
I hope I have answered all o f your questions about the research study, but 
please feel to ask me anything else that I have not covered. My contact 
details and those o f my supervisor are below.
Thank you fo r  taking the time to consider participating in this study. 
I  look forward to hearing from  you.
Research being conducted by:
Your name: Tanya Corker 
Title: Trainee Clinical Psychologist
Work address: PsychD Clinical Psychology, University of Surrey, 
Guildford. GU2 7XH.
Email: T.Corker@surrey.ac.uk
Mobile (if appropriate): insert contact details
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I am contactable by email at any time and will reply quickly (normally 
within two working days).
Supervised by:
Supervisor’s name: Ms Linda Morison
Title: Senior Research Tutor
Work address: PsychD Clinical Psychology, University o f Surrey, 
Guildford. GU2 7XH.
Work telephone number: 01483 68 6875 
Email: l.morison@surrey.ac.uk
And
Supervisor’s name: Ms Mary John
Title: Programme Director PsychD Clinical Psychology
Work address: PsychD Clinical Psychology, University o f Surrey,
Guildford. GU2 7XH.
Work telephone number: 01483 68 9267 
Email: m.john@surrey.ac.uk
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Appendix L: Consent form
The association between socioeconomic status and men’s help
seeking for psychological distress: The role of conformity to
masculine norms and gender role conflict.
I understand that my participation in this research study is voluntary 
and that I am free to withdraw from it at any time without having to 
give a reason.
I have read and understood the Patient Information Sheet supplied 
and have had the opportunity to consider the information, ask any 
questions and have had these answered satisfactorily. I have been 
given a full explanation by the researchers about the nature and 
purpose of the study and of what I will be expected to do. I have 
been advised about any potential effects on my well-being, and how 
these can be supported. I agree to let the researcher know 
immediately if  I feel distress or discomfort or feel unwell in any way 
during the research.
I understand that all personal information about me is held and 
processed in the strictest confidence, and in accordance with the 
Data Protection Act 1998. I agree that the results o f the research can 
be used in any way, as long as my anonymity is preserved.
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Appendix M: Histograms fo r  the Gender Role Con flict Scale scores and 
Conformity to Masculine Norms Inventory scores
Figure M l. Histogram of GRCS-I scores
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o  1 5 -  
c a*
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T
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Figure M2. Histogram of CMNI-46 scores
Mean = 102.45  
Std. Dev. = 12.18  
N = 175
TOTCMNI
226
Appendix N: Histograms fo r  the General Help Seeking Questionnaire
subscale scores
Figure N1. Histogram of the scores from the subscale ‘Maximum 
Likelihood of Seeking Informal Distress if Experiencing High Distress’
Mean — 6.06  
Std. Dev. = 1 .368 
N = 175
max lika in fo r m a lso m a
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Figure N2. Histogram o f the scores from the subscale ‘Maximum
Likelihood o f Seeking Formal Distress if  Experiencing High Distress’
Mean = 3.98 
Std. Dev. = 1.892  
N = 175
m ax_like_form al_som e
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Figure N3. Histogram o f the scores from the subseale o f  the GHSQ
‘Maximum Likelihood o f Seeking Informal Help if  Experiencing Very High
Distress’
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Figure N4. Histogram o f  the scores from the subscale o f  the GHSQ
‘Maximum Likelihood o f Seeking Formal Distress if  Experiencing Very
High Distress’
4 0 -
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Mean - 4 4  
Std. Dev. -  1.942 
N = 175
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Appendix O: Histograms fo r  the Gender Role Conflict Scale-I subscale
scores
Figure 01. Histogram of the scores from the Success, Power and 
Competition Subscale o f the GRCS-I
Mean » 45.23 
ad.^I^v -  12.853
TotGRCS_SPC
Figure 02. Histogram of the scores from the Restrictive Emotionality 
Subseale o f the GRCS-I
Mean -  28.93 
ad.^C^v. -  10.895
TotalQRCS_RE
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Figure 03 . Histogram of the scores from the Restrictive Affectionate 
Behaviour Between Men Subseale of the GRCS-I
Mean -  21 .88
C^v. » 8.587
TotalGRCS_RABBM
Figure 04. Histogram of the scores from the Conflict Between Work and 
Leisure Subscale o f the GRCS-I
ÎT 1 5 -
Mean -  21 .08
-  7 .175
T otaiO RC S_C BWL
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Appendix P: Histograms fo r  the Conformity to Masculine Norms Inventory-
46 subscale scores
Figure PI. Histogram of the scores from the Winning subseale o f the 
CMNI-46
Mean » 14.55 
Std, Dev. -  3.032
TotalCMNIW
Figure P2. Histogram of the scores from the Emotional Control subscale of 
the CMNI-46
Mean « 13.69 
Std. Dev. -  3.707 
N - 1 7 5
TotalCMNI.EC
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P3. Histogram of the scores from the Risk Taking subseale of the CMNI-46
I I I
^>lean * 11.74  
Std. Dev. ■ 2 .577  
N - 1 7 6
10
TotalCMNI RT
P4. Histogram of the scores from the Violence subseale o f the CMNI-46
M ean = 1 4 .8 2  
S td . D ev  — 3 .7 6 9  
N -  1 7 5
T o ta lC M N I  V
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P5. Histogram o f  the scores from the Power Over Women subseale o f the
CMNI-46
M ean — 6 .6 7  
S td . D e v . “  1 .8 4 3  
N -  1 7 5
T o t a l C M N I P O W
P6. Histogram of the scores from the Playboy subseale of the CMNI-46
M ean -  8 .7 7  
Std . D e v . -  2 .3 8 2  
N -  1 7 5
10
T o t a l C M N I P
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P7. Histogram o f  the scores from the Self Reliance subseale o f the CMNI-
46
rd tCk
Mean = 11 .37  
Std. Dev. -  2 .784  
N = 175
10
T o ta l C M N I S R
P8. Histogram of the scores from the Primacy o f Work subscale of the 
CMNI-46
rvlean -  8 .3 9  
S td . D e v . -  2 .2 3 6  
N -  1 7 5
T o ta l C M N I _ P W
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P9. Histogram of the scores from the Heterosexual Self Presentation 
subscale o f the CMNI-46
M ean «  1 2 .4 5  
Std . D ev . = 3 .7 1 5  
N «  1 75
T o t a l C M N I H S P
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Appendix Q: Pearson’s correlations amongst the subscales and overall 
scores o f  the GRCS-I and CMNI-46 (N=I75)
CMNI-46
GRCS-I W EC PW RT V HSP P SR POW Total
SPC .621* .058 .517* .170 .175 .290* .172 .070 .338* .548*
* * * * * * * *
RE .064 .618* .245* - -.057 .245* .108 .443* .092 .410*
* * .153
*
* * *
RABB .137 .384* .073 -.147 -.109 .511* -.005 .363* .167* .363*
M * * * *
CBWL .237*
*
.020 .283*
*
-.067 .060 .172* .037 .029 .118 .205*
*
Total .407* .382* .419* -.043 .039 .421* .126 .316* .267* .563*
* * * * * * *
GRCS-I = Gender Role Conflict Scale-I, which has four subscales: SPC = Success, 
Power and Competition; RE = Restrictive Emotionality; RABBM  = Restrictive 
Affectionate Behaviour Between Men; and CBWL = Conflict between work and 
leisure. CMNI-46, which has nine subscales: W = Winning; EC = Emotional Control; 
PW = Primacy o f  Work; RT = Risk Taking; V = Violence; HSP = Heterosexual Self 
Presentation; P = Playboy; SR = Self Reliance; POW = Power Over Women.
* p < .  .05 * * p  < .01.
Additional information
All o f the four subscales o f the GRCS-I were significantly correlated with 
the Total CMNI-46. The correlation between the Success, Power and 
Competition subscale o f the GRCS-I and Total CMNI-46 was the strongest 
one (r = .548, n = MS, p  <.01). Six of the subscales of the CMNI-46 
(Winning, Emotional Control, Primacy o f Work, Heterosexual Self 
Presentation, Self-Reliance and Power Over Women) were significantly 
correlated with the Total GRCS-I. The correlation between the Heterosexual 
Self Presentation o f the CMNI-46 and Total GRCS-I was the strongest one 
(r =.421, n = M S ,  p  < .01). Interestingly, given the positive overall
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correlation coefficient, there was one negative correlation: between the Risk 
Taking subscale o f the CMNI-46 and the Total GRCS-I. The Restrictive 
Emotionality subseale of the GRCS-I significantly negatively correlated 
with the Risk Taking subscale o f the CMNI-46 (r = -.153, « = \ 15 , p  <.05) 
suggesting that higher levels of Restrictive Emotionality is associated with 
lower levels of risk taking.
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Qualitative Research Project Abstract
What is the Publics’ Perception of the Role of Clinical 
Psychologists in the NHS?
May 2011 
Year 1
240
ABSTRACT
This study aimed to gain a broad understanding o f the perceptions o f the 
general public regarding the role of clinical psychologists in the National 
Health Service. Four female participants were interviewed using a semi­
structured interview schedule. The data were transcribed and subsequently 
analysed using thematic analysis. Important themes that emerged from the 
data were that there was a lack o f clarity around the professional role o f a 
clinical psychologist. Despite this there was awareness that ‘clinical 
psychologist’ is an expert and specialist role, and that clinical psychologists 
work in a broad range of settings. The participants cited the media and 
personal experience as the basis o f their knowledge. The findings of 
research o f this nature could have important implications on how clinical 
psychology is promoted to the general public. Limitations o f the study are 
discussed.
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Research Log
July 2013 
Year 3
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Formulating and testing hypotheses and 
research questions
Quantitative research lectures 
Qualitative research lectures 
SRRP 
MRP
Y
Carrying out a structured literature search using 
information technology and literature search tools
Quantitative research lectures 
Qualitative research lectures 
Joint qualitative research project 
Joint PEL task with dieticians 
SRRP 
MRP
Client interventions 
Presentations and teaching
Critically reviewing relevant literature and evaluating 
research methods
Quantitative research lectures
Qualitative research lectures
Qualitative project
Joint PEL task with dieticians
SRRP
MRP
Client interventions 
Presentations and Teaching
Formulating specific research questions
Quantitative research lectures 
Qualitative research lectures 
Qualitative research project 
MRP
Writing brief proposals
SRRP
MRP
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6 Writing detailed research proposals/protocols
MRP
Y
7 Considering issues related to ethical practice in 
research, including issues of diversity, and structuring 
plans accordingly
Quantitative research lectures 
Qualitative research lectures 
Qualitative project 
SRRP 
MRP
Supervision of others 
Clinieal work
Y
8 Obtaining approval from a research ethics committee
MRP
Y
9 Obtaining appropriate supervision for research
SRRP
MRP
Y
10 Obtaining appropriate collaboration for research
Joint qualitative project
SRRP
MRP
Y
11 Collecting data from research 
participants
Joint qualitative project
SRRP
MRP
Y
12 Choosing appropriate design for research questions
Quantitative research lectures 
Qualitative research lectures 
Joint qualitative project 
SRRP 
MRP
Y
13 Writing patient information and consent forms 
SRRP Y
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Case Reports 
Clinical work 
MRP
14 Devising and administering questionnaires
SRRP
Quantitative research lectures 
Qualitative research lectures 
Clinical work
Y
15 Negotiating access to study participants in applied 
NHS settings
SRRP
Y
16 Setting up a data file
MRP
Quantitative research lectures
Y
17 Conducting statistical data analysis using SPSS
MRP
Quantitative research lectures
Y
18 Choosing appropriate statistical analyses
MRP
Quantitative research lectures
Y
19 Preparing quantitative data for analysis
MRP
Quantitative research lectures
Y
20 Choosing appropriate quantitative data analysis
MRP
Quantitative research lectures
Y
21 Summarising results in figures and tables
Quantitative research lectures
MRP
SRRP
Presentations and Teaching
Y
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22 Conducting semi-structured interviews
Qualitative research lectures 
Qualitative project 
SRRP
Y
23 Transcribing and analysing interview data using 
qualitative methods
Qualitative research lectures 
Joint qualitative project 
SRRP
Y
24 Choosing appropriate qualitative analyses
Qualitative research lectures 
Joint qualitative project 
SRRP
Y
25 Interpreting results from quantitative and qualitative 
data analysis
Quantitative research lectures 
Qualitative research lectures 
Joint qualitative project 
SRRP 
MRP
Literature reviews for academic, clinical and research 
related work
Y
26 Presenting research findings in a variety of contexts
Joint qualitative project to clinical and counselling 
trainees
SRRP to multidisciplinary team 
Placement presentations and teaching
Y
27 Producing a written report on a research project
Joint qualitative project
SRRP
MRP
Y
28 Defending own research decisions and analyses
Joint qualitative project
SRRP
MRP
Y
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29 Submitting research reports for publication in peer- 
reviewed journals or edited book
MRP in progress for publication
Y
30 Applying research findings to clinical practice
SRRP
Evidence-based elinieal work 
MRP
Y
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